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Original Articles 


Neuralgias of the Face: Diagnosis and Treatment” 


ALFRED W. ADSON, M.D., F.A.C:S. 


SECTION ON NEUROLOGIC SURGERY, MAYO CLINIC 
ROCHESTER, MINNESOTA 


acterized by paroxysmal painful sensa- 

tions of the face. The painful sensations 
may extend to the tongue, gums, throat and 
ears, depending on the branches of the nerve 
involved. The fifth cranial nerve (the tri- 
geminal nerve) and the ninth cranial nerve 
(the glossopharyngeal nerve) are the nerves 
afflicted. Trigeminal neuralgia occurs about 
75 times as frequently as does glossopharyn- 
geal neuralgia; occasionally they appear 
simultaneously. 

Sphenopalatine neuralgia as described by 
Sluder 1* may be a distinct entity, though 
Vail *° preferred to refer to the syndrome 
as a neuritis of the vidian nerve. The pain 
is continuous, not paroxysmal and is localized 
in the maxillary region with extension along 
the upper four cervical nerves. The present 
treatment does not offer the dramatic relief 
that the treatment for trigeminal and glosso- 
pharyngeal neuralgias offers to those patients 
with the one or the other major neuralgia. 

Migraine with extension of pain along 
the ophthalmic branch of the trigeminal nerve 
is an extremely painful syndrome, accom- 
panied by lacrimation and photophobia. The 
attacks of pain are not paroxysmal and are 
not precipitated by touching the involved skin 
area. 

Postherpetic ophthalmic neuralgia is a con- 
tinuous painful sensation, distributed to the 
area supplied by the ophthalmic branch of 
the trigeminal nerve. At the onset of the 
disease, papules and pustules develop on the 
forehead, eyelids, sclera and even cornea. 
' However, the severest pain develops after the 
skin lesions have healed. The area involved 
is extremely hypersensitive to touch. 


Tes are two major neuralgias char- 


* Read before the Twelfth National Assembly, United 
States Chapter, International College of Surgeons, Chi- 
cago, Sept. 29-Oct. 4, 1947. 


The pains accompanying infections of the 
antrum and other sinuses are constant and 
continuous and are associated with symptoms 
of sepsis. 

Localized dental caries gives rise to severe 
pain which is constant in character and is 
accompanied by local tenderness, signs of 
infection and roentgenographic evidence of 
the disease. These facts should be kept in 


-mind when a patient complains of paroxysmal 


pain loealized in a tooth without evidence 
of inflammation, since extraction of a tooth 
will not relieve trigeminal neuralgia. 

Dental neuritis, an aching, burning pain 
in the gums following complete extraction of 
a tooth, occurs occasionally. It is distin- 
guished from trigeminal neuralgia in that 
the pain is not paroxysmal, but continuous 
and usually involves both sides of the mouth. 
The gums remain tender, a fact which fre- 
quently prevents these patients from wearing 
their dentures. Localized dental neuritis also 
follows the nerve block which is employed 
to desensitize a part for a dental surgical 
procedure. Usually the pain and paresthesia 
disappear within two or three weeks. How- 
ever, if anesthesia is a predominant symptom, 
it may continue indefinitely. 


TRIGEMINAL NEURALGIA 


Symptoms.—Trigeminal neuralgia is char- 
acterized by darting, stabbing, flashlike pains 
extending along one or more branches of the 
trigeminal nerve. The paroxysms of pain 
usually are initiated by irritation of the region 
involved, such as that caused by washing the 
face, cleaning teeth, chewing, swallowing or 
talking, or by exposure to currents of air. 
Frequently, a particular area, commonly 
known as the trigger zone, is more sensitive 
than are other areas. Patients with tri- 
geminal neuralgia are seen to protect the 
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painful areas by not washing the face and 
by not talking, smiling or even eating in an 
effort to prevent initiation of a paroxysm. 
The paroxysm may last from a few seconds 
to a minute or two, and is usually followed 
by an interval of complete relief varying from 
a few minutes to several hours. The disease 
may occur in almost any decade of life, rarely 
in the first decade, and is most common after 
the fourth decade. The attacks of paroxysmal 
pain at first continue perhaps only for a few 
weeks, with an interval of relief for months, 
but as time passes, the attacks are of longer 
duration and of greater intensity. 

It must be borne in mind that the attacks 
of pain may cease spontaneously ; however, if 
the patient should be taking treatment or 
drugs such as vitamins, the treatment or 
medication is often eredited with effecting 
relief, when in reality cessation of pain and 
taking of medication have been coincidental 
occurrences. Injections of alcohol into the 
nerve branches and section of the sensory root 
of the gasserian ganglion are the only means 
which afford actual relief of pain. 

Etiology and Pathology.—tThe specific etio- 
logic agent in trigeminal neuralgia is still 
unknown. Horsley '* once attributed the dis- 
ease to an ascending neuritis following dental 
caries. But this theory has not been accepted 
since neither sensory nor motor loss occurs 
in the nerve involved; however, paresthesia 
is occasionally present. Frazier,” in dis- 
cussing etiology and pathology of trigeminal 
neuralgia, said he believed the disease to be 
due to sclerosis of the gasserian ganglion. 
Dana ® described the probable cause as degen- 
erative changes in the ganglion, while others 
expressed a belief that the changes found in 
the gasserian ganglion are not sufficient to 
make any definite statement with regard to 
the etiology. Pathologists at the Mayo Clinic 
have been unable to demonstrate any specific 
findings. Bacteriologic studies of the gasserian 
ganglion under aerobic and anaerobic condi- 
tions have failed to reveal an organism which 
might be responsible for trigeminal neuralgia. 

Since the disease occurs in eycles, with 
periods of remission, a phenomenon not unlike 


that which occurs in such diseases as angio- . 


neurotic edema, Raynaud’s disease and mi- 
graine, the supposition is raised that the etio- 
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logic factor may be a histaminie or an allergic 
reaction of some sort. Of course, we cannot 
ignore the fact that the disease is more preva- 
lent after 40 years of age than it is prior to 
that age, which suggests that sclerotic changes 
in the vascular wall of arteries supplying cer- 
tain cerebral centers have thus altered the 
function of the upper neurons of the tri- 
geminal nerve. Though I have seen the disease 
develop simultaneously with syphilis and mul- 
tiple sclerosis, the treatment of syphilis or 
the various treatments prescribed for multiple 
sclerosis have failed to change the course of 
trigeminal neuralgia.” 

Palliative Treatment.—Such palliative meas- 
ures as the avulsion of peripheral branches 
of the trigeminal nerve and introduction of 
screws into the infra-orbital and mandibular 
foramina have been discarded. The palliative 
treatment today consists of injections of alco- 
hol. Occasionally, dentists and a few physi- 
cians employ the technic of injecting the 
peripheral branches at the infra-orbital, 
mandibular and supra-orbital foramina, but 


the injections of greatest value are the deep . 


injections—those that are introduced where 
the second and third branches leave the skull. 
Injection into the ophthalmic branch of the 
trigeminal nerve is made at the supra-orbital 
foramen, since an attempt at injection in the 
orbit where the branch leaves the cranial 
eavity might readily affect the oculomotor 
nerves and produce paralysis of the oculo- 
motor muscles. There are a few surgeons 
who inject alcohol into the gasserian ganglion 
in preference to sectioning the sensory root. 
The chief objection to the alcohol injection 
of the gasserian ganglion is that the alcohol 
may spread beyond the ganglion and destroy 
the function of the cranial nerves within the 
region. 

New ?® and associates of the Section on 
Laryngology, Oral and Plastic Surgery of 
the Mayo Clinie employ the analgesic method. 
Instead of using local anesthesia, they anes- 
thetize the patient partially with nitrous 
oxide, until he passes into the analgesic state ; 
this relieves him of the experience of pain 
when the needle is inserted. As the needle 
approaches the nerve the patient will express 
discomfort, and then a deeper anesthesia is 
induced prior to the injection of aleohol. The 
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neeedle employed is 8 cm. in length and 1.5 em. 
in diameter and is of the trocar and cannula 
type; the cannula is graduated in centimeters 

in order to indicate the depth reached. 

Injection into the mandibular branch is 
made at its exit from the foramen ovale; 
this point is reached by placing the needle 
through the skin at a point 2.5 em. in front 
of the descending root of the zygoma, which 
almost coincides with the anterior bony border 
of the external auditory meatus. The needle 
is directed slightly upward along the base 
of the skull and a little backward at a depth 
of 4 em. Injection into the superior maxil- 
lary division is carried out by placing the 
needle through the skin 0.5 em. posterior to 
the external angle of the orbit underneath 
the zygoma; the needle is directed horizon- 
tally toward the anteroposterior line, but it 
is inelined slightly upward in such a direction 
that it should reach the nerve at a depth of 
5 em., the point of emergence of the nerve 
from the foramen rotundum. 

Radical Treatment.—The radical treatment 
consists of partial or complete section of the 
sensory root of the trigeminal nerve. Many 
surgeons have participated in the development 
of the technic. At present there are three 
accepted methods. The most favored one, and 
the one most widely employed, is the temporal 
approach, which consists of performing either 
a subtotal or total section of the sensory root, 
depending on the branches involved. There 
are two schools of thought .concerning this 
procedure. One argues that it is perhaps 
better to do a subtotal section, especially if 
only the third branch is involved, even though 
the disease may spread to involve the second 
and even the first branches of the trigeminal 
nerve and may require a secondary operation. 
The other school advocates the total section 
of the nerve by taking extreme care not to 
traumatize the ophthalmic portion of the 
ganglion, since trauma to the ophthalmic por- 
tion gives rise to keratitis, which can be very 
troublesome." 

The second procedure consists of perform- 
ing a subtotal or total section of the sensory 
root of the fifth nerve by a suboccipital ap- 
proach. Dandy® was an ardent supporter 
of this technic, arguing that if one divided 
the descending group of the fifth nerve, one 
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would be able to accomplish relief of pain 
without producing loss of sensation over the 
face. This is partially correct; however, if 
careful examination is made it will be ap- 
parent that, while the pain sensations are 
diminished to a greater degree than are the 
tactile sensations, not all of the pain fibers 
have been included in the section of the 
descending root of the trigeminal nerve. 

The third procedure is referred to as ‘‘trac- 
totomy,’’ as advocated by Sjéqvist.'7 It was 
designed with the idea of eliminating post- 
operative paresthesia, burning and creeping 
sensations that some patients complain of 
after a section of the sensory root. I regret 
to say that these sensations have not been 
relieved by employing tractotomy. There are 
probably indications for this procedure, espe- 
cially when one is compelled to section other 
nerves in addition to the fifth, such as the 
ninth and part of the tenth cranial nerves, 
to relieve the pain of malignant disease of 
the mouth. Walker?! advocated tractotomy 
of the brain stem at a portion just above 
the tentorium cerebelli, whereas the Sjoéqvist 
tractotomy was performed on the lateral sur- 
face of the medulla. This procedure did alter 
the pain sensation, but extended this altera- 
tion to the opposite side of the body. The 
indications for this procedure are very limited. 

Selection of Therapeutic Procedures—At 


_ the Clinic we prefer to advise patients at the 


onset of their disease to try, as a therapeutic 
test, an injection of aleohol. This accom- 
plishes two objects: First, if the patient has 
trigeminal neuralgia, temporary relief will be 
obtained. Secondly, it teaches the patient 
what anesthesia is like and what he must ex- 
pect when the root is sectioned. If but one 
branch is involved, it might be wise to repeat 
the injection two or three times. The average 
duration of relief obtained from these injec- 
tions is from 9 to 18 months. The first injec- 
tion is more effective than the subsequent 
ones, but once involvement of two or more 
branches develops, it seems unwise or imprac- 
tical to ask the patient to return for repeated 
injections. Furthermore, injection of alcohol 
into the ophthalmic branch is not too satisfac- 
tory. The injection can be effected at a 
point slightly proximal to the supra-orbital 
foramen. It is unwise to inject much, if any, 
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alcohol deep in the orbit for fear of paralyzing 
the oculomotor nerves. An avulsion of the 
ophthalmic branch may give temporary relief, 
but rarely is it possible to avulse the nerve 
the second time; so, whenever the ophthalmic 
branch is involved, it is usually wise to pro- 
ceed with a complete section of the sensory 
root. 

When the patient has a history of a third 
or second branch involvement of rather long 
duration, a subtotal section of the sensory 
root is indicated to preserve the sensation to 
the cornea. A complete section of the sensory 
root at the primary operation avoids the 
necessity of secondary operations. However, 
when this is done, care should be employed 
to avoid injury to the ophthalmic portion of 
the ganglion. It is also necessary for these 
patients to wear a dust guard, which is 
snapped onto a pair of glasses when exposed 
to dust, to avoid the entrance of foreign 
particles into the eye on the side which has 
been made anesthetic by section of the root. 

The sequelas that used to follow the trans- 
temporal approach in the section of the sen- 
sory root have largely disappeared. Facial 
paralysis has been eliminated by avoiding 
traction on the great superficial petrosal nerve, 
which lies underneath the ganglion. This is 
accomplished by not elevating the ganglion 
or dividing the petrosal nerve lateral to the 
gasserian ganglion, which lies in Meckel’s 
fossa. Meningeal hemorrhages are controlled 
by ligating the middle meningeal artery at 
the point at which it enters the cranial cavity. 
Hemorrhage can also be controlled by coagu- 
lating the artery and plugging the foramen 
spinosum with bone wax. The danger of 
keratitis is considerably minimized if the sur- 
geon takes special care not to traumatize the 
ophthalmic portion of the ganglion. 

Anesthesia follows successful injection into 
the nerve branches and section of the sensory 
root. The extent of the anesthesia depends 
on the nerves receiving injections and on 
the amount of the root sectioned. The motor 
root which accompanies the sensory root of 
the fifth cranial nerve lies under the mesial 
side of the root proximal to its entrance into 
the third branch, to be distributed to the 
pterygoid, temporal and masseter muscles. It 
is essential to preserve this structure to avoid 
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paralysis of these muscles, for if they are 
paralyzed, the patient will have difficulty in 
wearing dentures.’ 

Results of Treatment—The temporary re- 
lief obtained from injections of alcohol and 
the permanent relief obtained by section of 
the sensory root is so dramatic and welcome 
that patients rarely complain of the discom- 
forts of an anesthetic face which they must 
accept. Paresthesia, itching and burning sen- 
sations do continue in the occasional elderly 
patient after root section, even though the 
face is anesthetic to all forms of sensation. 
It is more noticeable in patients with low 
thresholds to pain. Mild sedatives offer these 
patients partial relief. 


GLOSSOPHARYNGEAL NEURALGIA 
Symptoms.—Glossopharyngeal neuralgia is 
a disease which resembles trigeminal neuralgia 
in that the pains are spasmodic, excruciating, 
lancinating and radiating. However, in glos- 
sopharyngeal neuralgia the pains are pro- 
jected along the distribution of the ninth 


cranial nerve. In glossopharyngeal neuralgia © 


the trigger zone is located in the tonsillar 
fossa, and the darting pains are projected 
toward the ear, usually terminating in the 
tympanum. The pains are precipitated by 
yawning, swallowing and talking, but they 
are not precipitated, as they are in trigeminal 
neuralgia, by rubbing the face. 

Weisenburg,** in 1910, was the first to de- 
scribe the syndrome of pain produced by a 
tumor pressing on the ninth nerve. Oppen- 
heim 1* described a case in which there was 
paralysis of the ninth nerve, and in which 
objectively there were thermanesthesia and 
paralysis of the soft palate and pharyn- 
geal muscles on the same side. Sicard and 
Robineau,'® Harris,‘ Doyle,® Dandy,’ Stoo- 
key,!® Peet © and I* 5 have reported experi- 
ences encountered in the treatment of glosso- 
pharyngeal neuralgia. 

My first experience dates back to Mar. 18, 
1922, when a patient complained of what I 
believed to be a rather atypical pain syndrome 
in the region of the tonsillar fossa, parotid 
gland, ear and neck, and for whom an injec- 
tion of aleohol into the third branch of the 
trigeminal nerve had been without effect. 
Curiously enough, the patient said that tem- 
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porary relief had been afforded when his local 
physician had cocainized his throat; at this 
particular time, however, this phenomenon 
did not have a great deal of significance to me. 
Since the pain was severe, resembling to some 
degree that of trigeminal neuralgia, I believed 
we were justified in carrying out a radical 
operation on the fifth nerve; therefore, | 
divided the sensory root on Mar. 23. The 
patient received the usual anesthesia that fol- 
lows division of the sensory root, but in spite 
of this, there was recurrence of pain when he 
yawned, about a week after operation. The 
pain continued to recur until I avulsed 
the glossopharyngeal nerve, extracranially, 
through a lateral cervical wound on Apr. 25. 
This gave the patient complete relief until 
June 10, 1924, when he had a recurrence. This 
led to discontinuance of the peripheral opera- 
tion and to the use of intracranial nerve sec- 
tion proximal to the ganglions, which I pro- 
posed in June, 1924, and carried out on Nov. 
6, 1925. 

Etiology and Pathology.—The etiology of 
this disease is just as obscure as that of tri- 
geminal neuralgia. It is rather curious that 
both diseases begin in middle life or later and 
that they both occur in cycles, with paroxysms 
of pain followed by intervals of complete 
relief. In both diseases no definite pathologic 
change has been demonstrated in the gan- 
glions. Likewise, in both diseases the pain 
is invariably initiated by stimulation of a 
trigger zone. It is generally assumed that 
the disease is the result of some -pathologic 
change in the ganglion itself. However, it is 
fair to postulate that these classic attacks of 
pain may be the result of some circulatory 
phenomenon, something akin to the periodic 
attacks of vasospasm seen in the peripheral 
arteries in Raynaud’s disease. 

Differential Diagnosis.—The pains resemble 
those of trigeminal neuralgia in their occur- 
rence, duration, repetition and character, but 
they differ from those of trigeminal neuralgia 
in their distribution. The trigger zone is 
situated in the tonsillar fossa. The pains are 
brought on more often by yawning and swal- 
lowing than by chewing, and they cannot be 
brought on by rubbing the face; only occa- 
sionally are they brought on by rubbing the 
ear. Glossopharyngeal neuralgia also differs 
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from trigeminal neuralgia in that the pain 
is projected from the tonsillar region and 
pharynx through to the ear, particularly to 
the tympanum. In glossopharyngeal neuralgia 
it will be observed that cocainization of the 
pharyne will result in temporary cessation of 
all attacks, but cocainization of the pharynx 
will not alter the paroxysms when they are 
due to trigeminal neuralgia. 

Palliative Treatment.—Injection of alcohol 
cannot be used in the palliative treatment of 
glossopharyngeal neuralgia, since the ninth 
nerve is too intimately associated with the 
tenth and eleventh cranial nerves, the cervical 
nerves and the cervical sympathetic chain. 
Therefore, the only temporary procedure that 
has offered any palliative relief at all has been 
peripheral avulsion. Peripheral avulsion of 
the ninth nerve is a rather formidable pro- 
cedure, and it is one that I have discontinued, 
since the intracranial procedures can be car- 
ried out without any difficulty and they assure 
permanent relief. 

At the onset of this disease most patients 
are not prepared to accept a formidable oper- 
ation. It is therefore necessary that patients 
thoroughly understand the problem. They 
should be told that the paroxysms of pain 
will return and that permanent relief can be 
obtained by intracranial nerve section. Seda- 
tives, such as bromides, phenobarbital and 
trichlorethylene, have a tendency to decrease 
the severity of the attacks. It is unwise to 
advocate continued use of morphine. If pal- 
liative measures fail to ameliorate the symp- 
toms, the radical procedure should be advised. 

Technic of Intracranial Division of the 
Glossopharyngeal Nerve.—The exposure used 
is that of unilateral suboccipital decompres- 
sion. The patient is anesthetized with ether 
through a Magill intratracheal tube, and is 
then placed on a cerebellar upright frame. 
A straight lateral scalp incision is employed. 
The skin and muscles are reflected in the 
same manner as for cerebellar decompression, 
and the bone covering the one cerebellar lobe 
is removed with a rongeur. The dura is in- 
cised along the outer and inferior borders of 
the site of decompression. If the cerebellar 
lobe is not displaced easily, one can drain the 
posterior cistern. Before elevating or dis- 
placing the cerebellar lobe, it is well to cover 
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the dura and cortex with strips of cotton. 
The lobe of the cerebellum is then elevated 
with an illuminated retractor which exposes 
the seventh and eighth cranial nerves; in- 
ferior to these and slightly more superficial, 
the ninth, tenth and eleventh nerves will be 
seen entering the jugular foramen. On closer 
observation, the ninth and tenth nerves will 
be found to be short and to pass laterally 
from the medulla, whereas the spinal acces- 
sory nerve is longer and will be seen to 
enter the foramen in an oblique course from 
below upwards. The glossopharyngeal nerve 
enters the foramen at the rostral margin and 
is separated from the vagus nerve by a small 
dural band, which is less than 1 mm. in width, 
but which is definite enough to separate the 
ninth nerve from the tenth and to permit one 
to pass a small, right-angled ganglion knife 
between the fibers of the glossopharyngeal and 
vagus nerves, allowing for sharp section of 
the glossopharyngeal nerve without injury to 
the vagus.® 

Surgical Results—Pain is instantly and 
permanently relieved after intracranial sec- 
tion of the glossopharyngeal nerve. The sen- 
sations of taste on the one side of the tongue 
detected by the circumvallate papillae are 
lost. Tactile pain and thermal sense are lost 
in the upper half of the nasopharynx, includ- 
ing both sides of the soft palate and tonsillar 
pillars. Since the motor innervation of the 
stylopharyngeus muscle has been included, the 
soft palate will be seen to retract to the side 
opposite to that on which operation has been 
performed. Immediately after operation the 
patient may complain that fluids return 
through the nose during the act of swallow- 
ing, but he soon learns to overcome this. The 
patient’s appreciation of the relief from pain 
appears to make him forget about the anes- 
thesia, for rarely does he complain of any 
discomfort. 


SPHENOPALATINE NEURALGIA 


Sphenopalatine neuralgia, as described by 
Sluder, is ‘‘a lower half headache’’ and is 
characterized by more or less constant, boring 
pain in the superior maxillary region. It is 
most pronounced under the malar bone, and 
at times extends into the gums of the superior 
maxilla, the hard palate and downward into 
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the neck. This pain differs from that of tri- 
geminal neuralgia in that it is more or less 
constant; it is not paroxysmal and is moder- 
ately severe, but it is not sufficiently severe 
to incapacitate the patient unless he is of 
neurotic temperament, in which case the pain 
is always greatly accentuated and ircapaci- 
tating. Neither deep injection of alcohol into 
the branches of the trigeminal nerve nor divi- 
sion of the sensory root affords relief in 
treatment of this type; as a matter of fact, 
the condition is aggravated by the numbness 
that follows section of the sensory root of the 
trigeminal neuralgia. 

The local treatment advocated by Sluder 
consisted of an injection of aleohol and phenol 
into the region of the sphenopalatine gan- 
glion, accomplished by injecting them through 
the wall of the nose under the middle turbi- 
nate. Others have advocated the use of 
solutions of silver nitrate, applying pledgets 
soaked in silver nitrate to the nasal mucous 
membrane underneath the middle turbinate. 
Vail suggested, as a therapeutic test, the use 


of procaine introduced into the sphenoidal - 


sinus. If this gave temporary relief, he ad- 
voeated unroofing the sphenoidal sinus in 
order to make applications of aleohol directly 
to the floor of the sinus, since it was his 
opinion that there is a dehiscence in the 
vidian canal which exposes the vidian nerve 
to infections of the sphenoidal sinus. Of late, 
administration of vitamins, especially niacin, 
has become a favored treatment. I personally 
must confess that I am not too sure that a 
true syndrome exists. If it does exist, I am 
not too sure about the results obtained by 
treatment. 


OPHTHALMIC MIGRAINE 


Surgery has offered little in the control of 
this syndrome. Resection of the superior 
cervical sympathetic ganglion, as well as peri- 
arterial sympathectomy of the internal ca- 
rotid, have been performed. Neither of these 
are too effective in relieving the pain. In a 
few instances with evidence of cranial trauma, 
I have opened the middle fossa of the skull, 
ligated and resected a portion of the middle 
meningeal artery and applied alcohol to the 
dura within the middle and anterior fossae 
with the hope of destroying the sensory fibers 
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that ultimately communicate with the fifth 
nerve. The results again are rather inde- 
terminate. ‘T'wo or three have obtained satis- 
factory results, while others have not obtained 
relief. Medications such as ergotamine tar- 
trate or similar compounds have afforded some 
relief. Histamine therapy has still not been 
very effective. Much work is required before 
this syndrome is thoroughly understood and 
relief can be assured these people. 


POSTHERPETIC OPHTHALMIC NEURALGIA 
I regret that there is no specific cure for 
this pain. I have avulsed the ophthalmic 
branch; this procedure does offer some pallia- 
tive relief in that it desensitizes the scalp 
and permits the patient to wear a hat or cap 
and to wash his face without aggravating the 
pain. I have also completely sectioned the 
sensory root of the fifth cranial nerve, which 
has failed to give relief. 


OTHER PAINFUL CONDITIONS OF THE FACE 


In discussing the subject of neuralgias of 
the face, it is perhaps unnecessary to comment 
on the treatment of these other lesions. It 
is rather obvious, of course, that infections 
of the sinuses and the antrum should be 
recognized early and that appropriate treat- 
ment should be administered. Dental neuritis 
in senile patients is a rather troublesome affair 
and unfortunately one not readily relieved. 
We have given injections of alcohol into the 
mandibular branch of the trigeminal nerve 
without securing relief. Sedatives such as 
bromides or small doses of phenobarbital de- 
erease the nervousness. Often, improvement 
of the general health by appropriate dietary 
regimens ameliorates the complaint. The lo- 
ealized dental neuritis that follows procaine 
block injections undoubtedly is due to the 
excessive amount of procaine injected into the 
immediate vicinity of the nerve. The symp- 
toms of paresthesia usually disappear, and 
no specific treatment is indicated or of value. 
The patient who complains about the pares- 
thesia that follows a nerve block probably 
would complain more of the numbness that 
results from either injection of alcohol or 
subtotal section of the sensory root. There- 
fore, we have never felt justified in advising 
employment of these operative measures. 
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SUMMARY 


Painful sensations about the face, mouth 
and throat are very distressing, and the major 
neuralgias, trigeminal and glossopharyngeal 
neuralgias, can become so severe as to in- 
capacitate the patient totally. The other pain- 
ful lesions of the face, as a rule, are not as 
severe. Their constant and continuous pres- 
ence disturbs the nervous system so that 
sooner or later the patient will become neu- 
rotic, maladjusted and a chronic invalid. 

Since complete relief can be obtained for 
those with the major neuralgias, it is ex- 
tremely important to make an accurate diag- 
nosis, to distinguish one from the other and 
to distinguish them from other lesions which 
produce painful sensations of the face. 

Though Sluder’s sphenopalatine neuralgia, 
ophthalmic migraine and postherpetic oph- 
thalmic neuritis are not thoroughly under- 
stood, moderate relief can be secured; how- 
ever, it is hoped that further investigation 
will bring forth measures of relief as effective 
as those for the major neuralgias. 


RESUME 


Les sensations douloureuses de la face, de 
la bouche et de la gorge son trés accablantes 
et les névralgies, trigéminales et glossopharyn- 
geales peuvent. devenir si sévéres que le 
malade est tout a fait incapable de suivre 
aucune occupation. Les autres lésions dou- 
loureuses de la face sont généralement, moins 
sévéres. Leur présence constante et continue 
dérange le systéme nerveux et tot ou tard, 
le malade devient un nevrose, un déplacé et 
un invalide chronique. 

Vu qu’un soulagement complet peut étre 
obtenu dans les névralgies majeures, il est 
d’une extréme importance de faire un diag- 
nostique exact, de distinguer leurs différentes 
origines et de les différencier des différentes 
lésions douloureuses de la face. 

Quoique la neuralgie sphénopalatine de 
Sluder, la migraine ophthalmique, et la névrite 
ophthalmique postherpétique demande encore 
beaucoup 4 étre étudiées, on peut obtenir dans 
ces conditions un soulagement modéré. 

Tl est A espérer que des recherches appro- 
fondies futures nous mettront en possession 
de moyens pour le soulagement aussi complets 
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que ceux que nous possédons pour le traite- 
ment des névralgies majeures. 


SOMMARIO 


Nevralgie del trigemino e del glossofaringeo 
possono divenire cosi’ intollerabili, da rendere 
il paziente un neurotico ed un invalido. Altre 
lesioni della faccia non sono—in genere—cosi 
dolorose. Dato che le nevralgie possono 
essere curate efficacemente, e’ estremamente 
importante un’ esatta diagnosi differenziale 
dalle altre lesioni che possono provocare 
sensazioni dolorose della faccia, della bocea 
e della gola. Benché altre condizione dolo- 
rose, come le nevralgie sfenopalatine di 
Sluder, le emicranie oftalmiche e le neuriti 
oftalmiche posterpetiche, non siano ancora 
bene interpretate, un certo sollievo puo’ 
essere ottenuto con una terapia appropriata. 
E’ sperabile communque, che ulteriori ricer- 
che possano condurre alla scoperta di cure 
altrettanto efficaci quanto nelle  tipiche 
nevralgie. 


RESUMEN 


Las neuralgias del nervio trigemino y del 
glosofaringeo a veces son tan severas que 
llegan a ineapacitar totalmente al paciente 
y cuando son ecronicas producen tarde o tem- 
prano disfunciones del sistema nervioso con 
neurosis e invalidismo. 

Por razon de que se puede obtener el 
alivio completo del syndrome doloroso en las 
neuralgias mayores por tratamiento 
moderno es muy importante el diagnostico 
diferencial de estas neuralgias de las ctras 
lesiones dolorosas de la cara boca y farinye. 

Aunque todavia no se comprende bien el 
mecanismo de ciertas neuralgias como la 
neuralgia esfenopalatina de Sluder, la oftal- 
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mica migranosa, o la neuritis oftalmica 
postherpetica el tratamiento puede dar en 
ellas un alivio moderado; sin embargo, hay 
la esperanza de que la investigacion en el 
futuro desarrolle medidas que den un alivio 
completo en estas neuralgias mencionadas. 
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Uterine Bleeding with Special Reference 
to the Functional Type* 


EMIL NOVAK, M.D., F.A.C.S. 
BALTIMORE, MARYLAND 


COMPLETE consideration of all aspects 
A of the subject of uterine bleeding would 

be almost equivalent to writing a text- 
book on gynecology, since this symptom ap- 
‘pears in a larger proportion of gynecologic 
lesions and disorders than does any other. 
- This report will be limited to a brief general- 
izing discussion of types and mechanisms, 
with a somewhat fuller consideration of the 
functional variety of bleeding, simply because 
of the greater interest which this common 
disorder may have for both general practi- 
tioners and specialists. 

It is of interest to recall that normal men- 
struation is itself a uterine bleeding, being 
often alluded to as the only instance of hemor- 
rhage as a normal, physiologic phenomenon. 
This is not striclty true, as at least one other 
tissue, the lutein layer of the corpus luteum 
in its so-called vascularization phase, nor- 
mally exhibits hemorrhage into the cavity of 
the corpus luteum. The pathologie physiology 
of the menstrual mechanism must obviously 
be the point of departure in any discussion 
of functional types of bleeding, and this sub- 
ject will be commented upon later. 

On the other hand, in perhaps the largest 
and sometimes the gravest group of cases, 
the bleeding is not in any way related to the 
menstrual mechanism, being explained by the 
presence somewhere in the pelvic apparatus 
of very tangible anatomic lesions of one sort 
or another. The bleeding in such cases is 
readily explicable without invoking physio- 
logie factors, often by such obvious factors 
as the actual opening of blood vessels by 
destructive ulceration. This is preeminently 
the case in the most important, because the 
most serious, variety of all, that associated 
with malignancy located in any part of the 
genital tract. The genital hemorrhage in such 
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cases is just as simply explained as is the 
gastric hemorrhage with gastric cancer, or the 
hematuria with cancer of the bladder or 
kidney. 

Equally simple is the explanation with such 
benign lesions as polyps, either cervical or 
endometrial. Whether or not they cause bleed- 
ing depends upon whether or not the surface 
is lost and blood vessels opened through 
trauma or necrosis. Similar factors explain 
the occasional bleeding, often of so-called con- 
tact type, in some cases of cervical erosion. 

With the bleeding often seen with myomas 
the explanation cannot be so stereotyped, as 
various mechanisms may come into play. The 
fact that the submucous variety of myoma is 
especially likely to cause bleeding seems ex- 
plicable by the frequency with which the 
overlying endometrium undergoes atrophy, in- 
fection and ulceration, as well as by the 
greater impingement upon the endometrial 
venous channels, from which such bleeding 
has its source. But bleeding may also be noted 
with intramural growths, and probably here 
we must include an effect upon the con- 
tractility of the uterine musculature, a factor 
which many believe is of importance even in 
the limitation of normal menstrual bleeding. 
This same factor may be concerned in the 
menorrhagia not infrequently seen with sub- 
involution of the uterus, especially when asso- 
ciated with marked retrodisplacement, in 
which case an additional factor may be the 
venous congestion so often associated. 

In one of the most common of all causes 
of uterine bleeding, that associated with reten- 
tion of gestational products after abortion or 
full term delivery, the mechanism is not 
always the same. Here again the factor of 
lessened muscular contractility is no doubt 
sometimes involved, but certainly not always. 
Free bleeding may be noted from a well con- 
tracted uterus many weeks after an early 
abortion, while in other cases a uterus may be 
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large and boggy, with its cavity full of 
placental tissue, and with no bleeding at all 
for even weeks. In such cases the bleeding 
may occur when the uterus finally tries to 
expel its contents, with opening up of large 
sinuses, just as the surgeon, in evacuating such 
retained masses, produces free bleeding when 
he separates such retained masses from the 
uterine wall. Other possible factors in the 
bleeding of incomplete abortion are those due 
to the loss of endometrial surface and the 
opening of blood vessels, associated inflamma- 
tion and necrosis. 

When it comes to the bleeding associated 
with adnexitis, we cannot always so readily 
offer rational explanations. The endometrium 
in most such eases is histologically normal, 
and yet, in at least some cases, there may be 
a shortening of the menstrual interval (poly- 
menorrhea) or an increased menstrual amount 
(hypermenorrhea). The logical explanation, 
but one which is not easily demonstrable, is 
that an ovarian dysfunction is associated with, 
and possibly engendered by, the pelvic patho- 
logic process. This same factor may be at 
play in the polymenorrhea or hypermenor- 
rhea not infrequent with myoma. For that 
matter, we cannot exclude consideration of 
the reciprocal relationship which exists be- 
tween the ovary and the uterus. One is accus- 
tomed to think of the ovaries, through their 
hormones, as dominating the physiologic lift 
of the uterus, but there is substantial evidence 
that the relationship of the two organs is not 
one-sided, and that the uterus, in some still 
unknown fashion, exerts a reciprocal effect 
upon the ovaries. Some have even postu- 
lated an endometrial hormone, but the many 
studies on this point have thus far yielded 
negative results. 

These generalities do not by any means 
exhaust the genital lesions which may be 
responsible for uterine bleeding, but they 
serve to illustrate certain mechanisms, some 
readily demonstrable and others still theo- 
retical. They emphasize also that even in the 
presence of definite structural diseases, we 
must in some eases recognize the fact that 
these exert their bleeding effects through the 
pathologicophysiologie disturbance which they 
bring about. There are certain other lesions 
which exhibit this combined anatomic and 
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physiologic etiology much more clearly and 
understandably. For example, the postmeno- 
pausal pseudomenstrual bleeding, characteriz- 
ing granulosa cell ovarian tumor, is certainly 
not the result of the mere presence of the 
tumor, especially as other types of even large 
ovarian tumors are not ordinarily character- 
ized by uterine bleeding. Again, the bleeding 
so characteristic of tubal pregnancy is com- 
monly endometrial in origin. It is not due 
to the presence of the usually small tubal 
mass, but to certain hormonal influences 
emanating from the tubal trophoblast. And 
these examples might be multiplied. 

The major portion of this paper will be 
devoted to the type of bleeding which occurs 
in the entire absence of any structural disease 
in any part of the pelvic apparatus. If such 
anatomic lesions exist, they are either purely 
coincidental or secondary to the functional 
disorder. By secondary changes I mean cer- 
tain endometrial changes, such as hyperplasia, 
seen in cases of this group and produced by 
the functional factor. They are not only sec- 


ondary to the latter, but in themselves have . 


nothing to do with the production of bleeding. 

In trying to explain this large and impor- 
tant group of so-called functional bleeding 
cases, it is obvious that we are absolutely de- 
pendent upon our concepts of the normal 
mechanism of menstruation. While a tre- 
mendous amount has been learned about 
menstrual physiology in our own generation, 
there are still wide gaps in our knowledge, 
and some of these, unfortunately, exist at the 
very points which bear on the point of vascular 
participation, so directly concerned in the 
explanation of functional bleeding. 

I do not believe it necessary here to review 
historically the earlier concepts as to the 
etiology of functional bleeding. Nor does it 
seem necessary to elaborate on the clinical 
characteristics of this disorder, as these are 
well enough known. The general practitioner 
knows that the bleeding may be menorrhagic 
gr metrorrhagie in character, that it may be 
moderate or extremely profuse or even exsan- 
guinating. He also knows that this form of 
bleeding is most characteristically observed 

' at the two extremes of menstrual life, but that 
it may oceur at any period of reproductive 
life. This last statement, however, deserves 
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emphasis because of its bearing on the matter 
of etiology, as will be developed later. 

Nor is this the place for any complete dis- 
cussion of the normal menstrual mechanism. 
Most of what we know of this rather intricate 
machinery pertains to its endocrinology, and 
on this point our knowledge, though still far 
from complete, is certainly far more advanced 
than it is on other important cogs in the 
menstrual machinery. We know much about 
the role of the ovarian and pituitary hor- 
mones, and about the menstrual histology of 
both the uterus and the ovary, but we are still 
woefully lacking in our knowledge of the 
vascular behavior of the endometrium, so 
obviously important in the explanation of 
such a vascular phenomenon as menstrual 
bleeding, physiologic or pathologic. Indeed, 
we knew nothing on this point until the com- 
paratively recent anatomic studies of Daron, 
and Okkels and Engle, on the blood supply 
of the endometrium, and the even more impor- 


_ tant and more recent studies of Markee on the 


behavior of the spiral arterioles throughout 
the menstrual eyele. 

While Markee has thrown much light on the 
latter subject, there is still much to learn on 
certain points, which are of obvious impor- 
tance to our present problem of pathologic 
bleeding. Fundamental though the endocrines 
undoubtedly are in the production of the 
vascular changes, there are certain secondary 
or intermediate factors in the actual produc- 
tion of menstrual bleeding. During the past 
few vears there has been a tendency to 
attr.bute more and more importance to the 
role of toxic endometrial factors in the pro- 
duction of the blood vessel changes responsible 
for the bleeding. Markee himself speaks of 
a necrosin-like product, produced by endo- 
metrial regression and possibly important in 
the production of the bleeding. Smith speaks 
of this necrotic product as an euglobulin, and 
likewise ascribes to it a directly causative role 
in the production of bleeding. However, he 
goes much further than Markee, in that he 
suggests that this toxie factor may exert an 
important role upon the pituitary hormones, 
so that it plays an integral part in the physi- 
ology of the cycle. As to the rather intricate 
theory of menstruation which he has thus 
elaborated, I believe it must still be considered 
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rather hypothetical. For that matter, the 
simple concept that a toxic factor is the im- 
mediate cause of menstrual bleeding cannot 
yet be considered as established, in spite of 
the promising nature of such investigations. 
Certainly, however, the evidence on this point 
is no weaker than the assumption of some 
extra-ovarian hormonal factor, probably pitui- 
tary in origin, which other observers have 
suggested. 

It is obvious that this one point of uncer- 
tainty in itself has a direct bearing on any 
attempt to explain the disordered menstrual 
mechanism which characterizes functional 
bleeding. 

Whatever the underlying factor in bleed- 
ing, certain general principles appear to have 
crystallized: (1) that an endometrium which 
is receiving a steady supply of its supporting 
hormones, either estrogen alone or estrogen 
and progesterone, has no tendency to bleed; 
(2) that withdrawal or abrupt drops in the 
level of these hormones produce endometrial 
regressions of various degrees, often with 
bleeding as clinical manifestation; (3) that 
such drops in hormonal level are brought 
about by the reciprocal nature of the relation- 
ship between the pituitary and the ovaries. 

Since our premise has been that functional 
bleeding is produced by aberration of the 
normal menstrual mechanism, it is of funda- 
mental importance to recognize that the 
mechanism of the menstrual cycle is not 
always the same. I am well aware of the 
differences in opinion which exist as to the cor- 
rectness or incorrectness of applying the desig- 
nation of menstruation to the not infrequent 


‘ anovulatory cycles which are associated with 
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periodi¢ bleeding, which may clinically, from 
the standpoint of rhythm and amount, be in- 
distinguishable from the menstruation char- 
acterizing the far more common ovulatory 
type of eyele. This controversy need not con- 
cern us here, so long as we recognize that 
both ovulatory and anovulatory cycles do 
actually occur in the human female. More- 
over, we do not need to inject the question 
here as to the numerical incidence of anovula- 
tory cycles, even if there were any unimpeach- 
able data on this point. That they occur 
frequently in the initial months or even years 
of menstrual life, as well as in the terminal 
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months or years, is accepted by all, though 
it is also recognized that they may occur at 
any phase of menstrual life. The point to 
emphasize is that their age incidence corre- 
sponds exactly with that of the most common 
type of functional bleeding. 

Speaking generally, either the common 
ovulatory or the less common anovyulatory 
cycle may undergo aberration, with the pro- 
duction of functional bleeding. The latter is 
apparently more imperfect, incomplete and 
unstable, so that the proportionate incidence 
of disorders of this type of mechanism is far 
higher than with the more stable ovulatory 
variety of cycle. This distinction appears to 
furnish a rational basis for dividing our cases 
of functional bleeding into two groups: (1) 
ovulatory functional bleeding and (2) anovu- 
latory functional bleeding. 

Ovulatory Functional Bleeding —We know 
much less as to the mechanism in this type 
than we do about the second variety. It is 
in eases of this ovulatory group that endo- 
-metrial biopsy or curettage, if done at the 
appropriate time, yields a secretory and per- 
haps fully progestational type of endometrium. 
Both estrogen and progesterone are produced 
by the ovary, and there is at least no histo- 
logic evidence to indicate any quantitative 
imbalance between the two. That there is no 
such imbalance, or that some abnormality of 
estrogen partition does not exist, cannot be 
certain, even though there is no evidence on 
this point. However, it is perhaps more likely 
that one of the other cogs in the menstrual 
machinery, perhaps the spiral arteriolar 
mechanism or the uterine musculature, is at 
fault, but I know of no worthwhile evidence 
on either of these points. 

Anovulatory Functional Bleeding.—This 
group, in my own experience, comprises much 
the largest proportion, probably something 
like three-fourths, of all cases of functional 
uterine bleeding. It is the variety to which 
Schroéder originally applied the designation of 
metropathia hemorrhagica, and this term is 
still widely employed in the literature. In 
these cases, the follicle advances to full ma- 
turity or even considerably beyond this, with- 
out the oceurrence of ovulation. The spark 
for the latter has its source in the pituitary, 
so that this type of bleeding is undoubtedly 
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of primary pituitary origin. The mechanism 
of this bleeding has been described many times 
by many authors, and is at least briefly sum- 
marized in my own recent review of the sub- 
ject, previously alluded to. Suffice it here 
to say that the endometrium in such cases is 
subjected to an abnormally persistent and 
perhaps excessive stimulation, in the entire 
absence of progesterone, so that it is always 
of proliferative, nonsecretory type. 

In some cases this persistent estrogen effect 
brings about the exaggerated growth picture 
in the endometrium which is called hyper- 
plasia, with its characteristically Swiss cheese 
gland pattern. In other cases the growth 
effect is far less pronounced, so that the endo- 
metrium resembles that characteristic of the 
postmenstrual or early interval phase, or it 
may actually be atrophic. The degree of sensi- 
tivity or refractoriness of the individual endo- 
metrium to estrogenic stimulation may play 
an important part in these variations. How- 
ever, with any of these endometrial patterns, 
functional bleeding may be associated, so that 


there is now general acceptance of the dictum . 


that such bleeding may be seen with any endo- 
metrial pattern, whether proliferative or, if 
we add the ovulatory type, progestational as 
well. 

It cannot be too strongly emphasized that, 
while the bleeding is of endometrial source, 
the endometrium itself has nothing to do with 
its production. Hyperplasia of the endo- 
metrium, for example, may be of extreme 
polypoid type, but it is simply an expression 
of the exaggerated growth effect of estrogen 
on the particular endometrium. But the 
bleeding must be explained by some other 
factor, and clearly this must be mediated 
through the vascular apparatus. In other 
words, we must not forget that we have to 
deal with a vascular cycle as well as a growth 
cyele in the endometrium, that they do not 
always go hand in hand, and that in functional 
bleeding it is a disturbance of the vascular 
eyele which is apparently more important 
than any more readily demonstrable histologic 
change in the endometrium. 

From what we know, or think we know, 
of the physiology of normal menstruation, the 
participating role of the pituitary cannot be 
excluded from consideration of the bleeding 
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mechanism any more than it can from a 
fundamental role in the histologic cycle. What 
part local factors, such as the so-called ‘‘ toxic 
principle,’’ play in abnormal bleeding is even 
less clear than its possible role in normal 
menstrual bleeding. It may be pointed out, 
however, that regressive tissue changes in the 
endometrium are far less marked in anovula- 
tory cycles than in those of ovulatory type, 
associated as the latter are with rather massive 
tissue necrosis and desquamation. And yet 
functional anovulatory bleeding is much more 
profuse than normal menstruation. This 
represents a purely clinical reaction to what 
is probably a primarily laboratory problem, 
but it may not be lacking in pertinence. 

It seems to me that there is much need of 
study of the vascular behavior in the anovula- 
tory type of cycle. So far as I know, there 
are available thus far only the small group 
of observations made on monkeys by Markee, 
who concluded that the vascular phenomena 
of the anovulatory cycle was quite similar to 
that of the ovulatory. 


MANAGEMENT 


The management of functional bleeding 
must depend not only on the severity of the 
disorder, but even more on the age of the 
patient and the importance or unimportance 
of preserving the reproductive function. It 
should be remembered that anovulatory cycles 
may occur in women who menstruate with at 
least approximate normality, both as to 
rhythm and amount. With anovulatory cycles 
all degrees of menstrual excess may be noted, 
varying from moderate menorrhagia to the 
most profuse flooding. It is relatively com- 
mon to observe moderate menorrhagia in 
young girls during the initial anovulatory 
eyeles, often associated with abnormally long 
intervals. Such patients, after perhaps a 
year or more, begin to ovulate, and menstrua- 
tion becomes normal without treatment and 
often without medical consultation. 

Similar spontaneous cure is even more fre- 
quent in the premenopausal years. We teach 
women, and very properly, that excessive 
menstruation at this time of life should never 
be disregarded. But the fact remains that 
not a few women do have moderate functional 
menorrhagia, that through ignorance or gen- 
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eral apathy medical advice is not sought, and 
that with the cessation of ovarian function 
the menstrual bleeding comes to an end. 

But in many women of this age group the 
bleeding is so profuse that the advice of the 
physician is sought. His first task, ordinarily 
mediated through the gynecologist, is to deter- 
mine that the bleeding is actually functional. 
If careful and thorough examination shows 
the pelvic organs to be entirely normal from 
a gross standpoint and the bleeding to be of 
intra-uterine origin, the clear indication is 
for diagnostic curettage. Should this reveal 
no evidence of more serious lesions, but yield 
only a normal endometrium in any prolifera- 
tive stage, or a benign hyperplasia, or for that 
matter a definitely secretory one, a diagnosis 
of functional bleeding is justified. 

Once this is settled, the further manage- 
ment in women close to the normal meno- 
pausal age is simple. In not a few cases the 
curettage itself appears to suffice, and often, 
especially in women at or beyond the average 
menopausal age, one feels justified in marking 
time and letting the menstrual function dis- 
appear normally. In a large proportion, how- 
ever, the ovarian dysfunction continues, and 
menstrual excess soon recurs. Since in such 
women the preservation of menstrual and re- 
productive function is no longer important, 
the obvious plan is to abolish it by adequate 
radiotherapy, which is successful in just about 
100 per cent of patients. 

It would be foolish to subject a woman of 
47 or 48 to the annoyance and uncertainty 
of organotherapy. Her one desire is to get 
well and stay well of the disagreeable bleed- 
ing. Even at this age a few women may hesi- 
tate about the induction of an artificial meno- 
pause, because of wrong ideas that it might 
be more severe than a normal one. Practically 
always, however, a simple reassuring explana- 
tion will suffice to dissipate these misgivings. 
Where the bleeding has been very severe, it is 
usually wise to proceed with radiotherapy 
after the curettage, without the expectant 
treatment which is justified in at least some 
of the milder forms. The general plan, in 
other words, calls for individualization, the 
patient’s own mental attitude and the degree 
of cooperativeness being influencing factors. 

Menopausal functional bleeding, therefore, 
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does not in itself justify hysterectomy, and 
every gvnecologist will endorse this statement. 
And yet every one knows that this principle 
has beet many times violated. If there is 
present some other condition, such for example 
as a troublesome ventral hernia, which makes 
laparotomy advisable, certainly there can be 
no criticism of including hysterectomy as a 
part of the procedure. Again, one not infre- 
quently encounters patients at a border-line 
age, raising the question of whether it is 
better to remove the uterus and_ preserve 
ovarian function for five or six more years, 
or whether to abolish ovarian function and 
spare the patient even the slight hazard of a 
hysterectomy. 

I do not think that inflexible rules can be 
laid down on this point. While my own tend- 
ency is toward the employment of radio- 
therapy after the age of 40, I appreciate that 
some might wish to put the age limit somewhat 
higher, and that the individual circumstances 
of the case would not infrequently lead some 
of us to depart from any general policy. Here 
I mean, of course, the more or less intractable, 
usually reeurrent cases which have failed to 
respond to organotherapy. 

When functional bleeding becomes a prob- 
lem in the very early years of menstrual life, 
curettage is not usually imperative for purely 
diagnostic purposes. If a simple pelvic ex- 
amination shows normal oreans, the functional 
nature of the bleeding can ordinarily be safely 
assumed. However, a curettage is often indi- 
cated for therapeutic purposes, since it is the 
quickest way to stop the bleeding, temporarily 
at least. It is scarcely necessary to emphasize 
the importance of hematinic therapy, often 
including transfusions. 

Following curettage, in the less severe forms, 
it is often justified to mark time to see how 
the patient will behave menstrually. Not in- 
frequently subsequent periods may be normal, 
probably because ovulation is initiated. Just 
why curettage appears to promote this is not 
certain, but such a sequel is noted often 
enough to make one feel that the endometrial 
stimulus of the operation and the removal of 
the frequently thickened and hyperplastic 
mucosa, do in some way start the ovulating 
mechanism. But here we again encounter 
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the still hazy subject of the nature of utero- 
ovarian coordination. 

Unfortunately, in a large proportion of 
these very young patients, recurrence of 
bleeding takes place; the same thing is true 
in patients considerably older, but in whom 
preservation of ovarian function is of great 
importance. It is in these that we must resort 
to the still rather unsatisfactory organother- 
apy which we have available. From what has 
been said, it is apparent that the mechanism 
of functional bleeding is not always the same, 
and yet, in the practical treatment of the dis- 
order, the tendency has been to put all cases 
into one mould, and to treat the disorder as 
if it were a single entity. This may not be 
a very serious flaw, since there is some reason 
to believe that the important immediate factor 
in the bleeding of all cases is probably that 
of hormone withdrawal from endometrium. 
Nor is it imperative, in the present status of 
therapy, to subject every patient to endo- 
metrial or hormone studies, because we have 
not as yet reached that stage of refinement 


in our knowledge which permits of selecting’ 


special plans for special histologic or hor- 
monal types. 

Most of our present endocrine treatments 
are superficial in that they try to correct the 
ovarian hormonal manifestations of what is 
primarily a pituitary disorder. This is cer- 
tainly true of the plans employing proges- 
terone and estrogen. An exception may be 
noted as to the so-called cyclic plans of 
therapy, in which an effort is made at hor- 
monal reproduction of a menstrual cycle in 
the endometrium with the idea that the pitui- 
tary can be, as it were, beaten into a cyclic 
submission. Although good results have been 
reported by some, they are far from infallible, 
at least in my own hands. Furthermore, if 
I may be permitted a purely personal opinion, 
this idea behind such therapy does not appear 
to me to be very sound. It is the pituitary 
which is really the sick gland, and it is ques- 
tionable whether it can be made to react nor- 
mally simply by artificially mimicking an 
endometrial cycle. 

If it could, we should be able to correct 
the common pituitary type of amenorrhea by 
similar estrogen-progesterone treatment of the 
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endometrium, but no gynecologist who has 
many times tried such substitutional therapy 
can be enthusiastic about its results. In the 
same way, if the pituitary were always respon- 
sive to the administration of ovarian hormones 
we should be able to make our nonovulating 
women ovulate by simple administration of 
progesterone at or just before the usual ovula- 
tion time. As one who has in past years ex- 
perimented with this plan, | can testify that 
it is ineffective. 

These remarks are certainly not set down 
in a hypercritical spirit, and surely I have no 
plan to offer which will yield any better re- 
sults than those of the excellent investigators 
who have sponsored these cyclic methods of 
therapy. But there are certainly plans which 
are far simpler and far less expensive to the 
patient than the rather elaborate rituals, often 
extending over months, involved in the cyclic 
plans. It is not flippant to say that some 
patients will conclude that such treatment is 
almost worse than the disease. 

The fact remains that most patients with 
functional bleeding can be kept within reason- 
able bleeding limits, so to speak, with much 
simpler methods, with always the extenuation 
that the tendency in most patients is toward 
readjustment of the endocrine mechanism 
after a variable but unpredictable time. The 
hormonal preparations available are those 
representing chorionic gonadotrophic — hor- 
mone, progesterone, testosterone and estrogen. 
The details of their employment would stretch 
this paper to inconsiderate lengths, and they 
are included in my recent review on the 
subject, as is a complete bibliography. 

The progesterone plan is simple but expen- 
sive, and it is helpful only in a fraction of the 
cases. In my experience testosterone therapy 
is more often effective, and I see no disad- 
vantage, practical or theoretical, to its em- 
ployment, in spite of the protests of some that 
it is ‘‘unphysiologie.’’ Sinee androgenic 
principles are normally present in the blood 
of women during reproductive life, since there 
is such close chemical kinship between the 
male and female sex hormones, and since it is 
not even impossible that these androgenic 
factors play some physiologic role in the life 
of the woman, there is nothing unsound in 
their therapeutic employment, especially since 


E. NOVAK 


15 


J. INTERNAT. 
COLL. SURG. 


they represent about the closest approach 
available to an anti-estrogenic effect. Nor 
should there be any hazard of hirsutism or 
other masculinization effects it they are used 
in amounts not over 200 mg. or better 150 me. 
per month. 

Since the bleeding phases seem to be pri- 
marily due to drops in estrogen level, it is not 
surprising that the estrogens are now widely 
employed in the management of functional 
bleeding. For immediate control of bleeding, 
they are unquestionably of greater value than 
any other hormone, large oral doses of one of 
the oral estrogens, usually diethylstilbestrol, 
being used. But for any prolonged effect the 
dose must be juggled according to the develop- 
ments of the case, beng gradually decreased 
if the initial large doses have controlled the 
bleeding, and again increased if the bleeding 
again becomes profuse. Or the estrogen may 
be combined with progesterone in any one of 
the so-called cyclic methods of therapy. 

The psychologic management of functional 
bleeding cases is of great importance. The 
patient’s cooperation is most likely to be ob- 
tained if the physician explains to the patient, 
or to her mother, that she may be in for a 
disagreeable bleeding career of unpredictable 
duration, but that, with few exceptions, she 
will sooner or later undergo a readjustment 
of the endocrine mechanism with establish- 
ment of reasonably normal menstrual fune- 
tion. Her cooperation is all the more certain 
if she understands that the doctor’s efforts 
at conservative management, uncertain though 
they may be, are motivated by his desire to 
avoid the radical measures which are always 
effective, but for which the young patient 
would pay the heavy price of sacrifice of her 
procreative function. 


SUMMARY 


This report summarizes briefly the mecha- 
nism of abnormal uterine bleeding associated 
with various structural lesions in the pelvic 
organs, but is devoted chiefly to the purely 
functional variety. The latter is due to a 
pathologie physiologic aberration of either the 
common ovulatory cycle or, much more fre- 
quently, of the less common but less stable 
anovulatory cycle. The mechanism of both 
varieties has been briefly reviewed, with a 
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short summary of the principles of treatment. 
The management of functional bleeding in the 
younger age groups, in which one cannot 
resort to easy abolition of menstrual function 
which is always effective, still leaves much 
to be desired. Most methods of treatment are 
superficial in that we do not as yet have any 
precise way of correcting the pituitary dys- 
function, the fundamental cause of this men- 
strual disorder. 


RESUME 

Les hémorrhagies uterines avec référence 
spéciale au type fonctionelle, le rapport ré- 
sume briévement le mécanisme de 1’hémor- 
rhagie utérine anormale accompagnant dif- 
férentes lésions structurelles des organes pel- 
viens, mais étudie principalement les hémor- 
rhagies d’origine purement fonctionelle. Ces 
derniéres sont dues 4 une aberration patho- 
logique du cyele ovulatoire ordinaire ou 
moins fréquement, au cycle moins stable an- 
évulatoire. Le mécanisme de ces deux variétés 
est passé en revue et est accompagné d’un 
court sommaire des principes a observer dans 
le traitement de ces deux conditions. Le 
traitemen de l’hémorrhagie fonctionnelle chez 
les jeunes, 4 moins, qu’on dit recours a 1’aboli- 
tion compléte de la fonction menstruelle, con- 
dition facilement obtenue, laisse beaucoup a 
désirer. La cause fondamentale de ce dés- 
désordre menstruel n’est pas connue, et vu que 
nous ne possédons pas actuellement, de moyens 
précis pour corriger la dysfunction pituitaire 
toutes les méthodes de traitement que nous 
employons, sont superficielles. 


SOMMARIO 
L’artiecolo riassume il meceanismo delle 
anomalie mestruali dovute a lesione variate 
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degli organi pelvici, ma piu’ specialmente a 
lesioni puramente funzionali dell’ovaio. Le 
varieta’ funzionali sono legate ad anomalie 
fisio-patologiche del comune ciclo ovulatorio, 
sia—piu’ frequentemente—di quello anovu- 
latorio. L’A. passa in rivista il meccanismo 
fisio-patologico di ambedue le varieta’, accen- 
nando infine ai principi che dovrebbero in- 
formare la terapia. 

Il trattamento delle menorragie funzionali 
nelle donne giovani lascia ancora molto a 
desiderare, perche’ in questo gruppo di easi 
la castrazione non rappresenta una terapia 
consigliabile. Non avendo aleun metodo e 
disposizione per correggere efficacemente a 
definitivamente la disfunzione ipofisaria, che 
rappresenterebbe secondo L’A. la causa prin- 
cipale di queste menorragie, tutte le diverse 
forme di terapia offrono risultati superficiali 
ed incostanti. 


RESUMEN 
El autor hace un sumario del mecanismo 
productor de las hemorragias uterinas en las 
lesiones organicas de los diferentes organos 
pelvinos, pero se dedica especialmente a dis- 
cutir las que se deben a desarreglos funcio- 
nales. Las hemorragias funcionales se deben 
muy frecuentemente a aberraciones _fisio- 
patologicas del ciclo ovulatorio y ocasional- 
mente al ciclo anovulatorio; discute el meca- 
nismo productor de estos ciclos y hace un 
resumen de sutratamiento. En las muy 
jovenes el tratamiento de las hemorragias 
funcionales es muy superficial por cuanto, 
practicamente, no se puede recurrir a la 
abolicion de la menstruacion y por cuanto no 
hay aun metodos precisos para corregir la 
disfuncion pituitarica que es la causa funda- 
mental de estos desarreglos. 


Management of Surgical Lesions of the Left Colon’ 


CURTICE ROSSER, M.D., F.A.CS., F.I.C.S. 
DALLAS, ‘TEXAS 


Mathews in 1895, ‘‘occasionally to take 
a breathing spell and look backward 
over the field, if not over the dead.’’? 

It is with somewhat this thought in mind 
that I have reviewed a segment of our recent 
surgical work. While it is difficult to elimi- 
nate entirely statistical references, my pur- 
pose is not primarily to present conclusions 
based on numerical data, but to select indi- 
vidual cases or groups of cases which illustrate 
the diagnostic problems encountered, the con- 
stantly changing trends associated with the 
management of lesions of the large bowel 
and practcial points gained from our own 
experience. 

Necessity for differentiation between the 
tumefaction produced by peridiverticulitis 
and cancer is more constantly encountered 
and more difficult to resolve than that be- 
tween any other two conditions affecting the 
left colon. A decade ago, when it was as- 
sumed that the presence of diverticula 
eliminated neoplasm or that bleeding from 
the bowel was never caused by diverticulitis, 
the diagnostic problem seemed simpler. I 
recorded the observation eight years ago that 
one half of the patients seen by us, whose 
sole lesion was diverticulitis, passed blood 
from the bowel, either spontaneous, massive 
and dark or slight in amount and appearing 
periodically, mixed with the stool or with 
mucus. In the same publication? Cuthbert 
Dukes of London was quoted as finding that 
in 12 per cent of a series of 100 cases of 
carcinoma of the colon and rectum the bowel 
also was the site of diverticulosis or divertic- 
ulitis. Both of these observations have been 
confirmed by numerous investigators. 

Careful inspection through the sigmoido- 
scope and the ‘‘typical’’ findings of either 
disease elicited by means of the double con- 
trast roentgenogram of the colon will permit 


‘T’ behooves us as surgeons,’’ said Joseph 


_—- Read before the Twelfth National Assembly, United 
States Chapter, 2% College of Surgeons, Chi- 
cago, Sept. 29-Oct. 47. 


an accurate diagnosis in many cases, certainly 
not in all. 


A white woman, 49, had expelled blood and 
mueus frequently for several years. For the past 
six months recurrent abdominal cramping, obsti- 
pation and high fever had been present. Three 
months before she was seen by us, a pelvic abscess 
was drained through the cul-de-sac of Douglas. 
Digital and proctoscopie examination disclosed a 
large, smooth, fixed mass in the lower left quad- 
rant. The roentgenogram revealed a constricting 
deformity, 5 em. long, in the lower sigmoid and 
multiple sigmoid diverticula. The roentgenologist 
stated that, while it was difficult to determine 
whether the constriction was inflammatory or neo- 
plastic, history of abscess and presence of divertie- 
ula favored the first theory. Exploration of the 
abdomen also failed to offer conclusive evidence. 
A left transverse colostomy was done and one 
month later the sigmoidoscope was again intro- 
duced; sufficient change had occurred in the mass 
to permit visualization, at a higher level, of a 
bit of abnormal tissue, shown by biopsy to be 
adenocarcinoma, Grade III. 


While in only 1 per cent of persons with 
abdominal endometriosis does the lesion in- 
filtrate the sigmoid or rectum, few surgeons 
will escape removing an endometrial involve- 
ment of the left colon under the impression 
that they are dealing with a malignant tumor 
as, when endometrical invasion of the bowel 
does occur, it frequently causes a constriction 
definitely simulating adenocarcinoma. 

The usual history in such cases describes 
a female, 30-45 years of age, who has not 
recently given birth to a child and whose 
chief complaints are gradually increasing con- 
stipation and a dull pain in the left lower 
quadrant, increased during the menstrual pe- 
riod. Involvement through the mucosa is 
absent or late and bleeding consequently in- 
frequent. Such invasion of the upper rectum 
or the sigmoid by endometrial cells deposited 
on the serosa by retrograde menstruation may 
present a serious diagnostic problem. Procto- 
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because the mucosa is not.involved. However, 
12 years ago I resected an annular constrict- 
ing tumor of the upper rectosigmoid in a 
bowel showing definite evidence of mucosal 
ulceration when visualized. Since the lesion 
was obstructive and since the bowel was 
anastomosed, there was no chagrin when the 
subsequent pathologie diagnosis of endometri- 
osis was recorded. 


Among the cases being reviewed, I encountered 
an annular, constricting and dimpled lesion in a 
woman, 44. The presence of  diverticulosis, 
revealed by x-ray, further complicated the diag- 
nostic picture. The lesion was removed and an 
end-to-end anastomosis done, the clinical diagnosis 
being adenocarcinoma. The description of the 
macroscopic findings was: “The external surface 
of the resected portion of sigmoid shows a scarred 
area with a folding in of the serosa and adhesion 
of the appendices epiploica. On section there is 
found a circumscribed mass 3 em. in diameter pro- 
jecting into and partially obstructing the lumen 
of the bowel. This mass is covered by the mucous 
membrane of the bowel and is not ulcerated. 
Cross section reveals, from within outward, the 
mucous membrane, a narrow zone of white tissue, 
then a grey granular mass involving the museu- 
laris. No enlarged lymph nodes are found.” The 
microseopie picture was that of endometriosis. 


During the 19 months period covered by 
this survey, beginning January, 1946, Jack 
G. Kerr and I resected a total of 23 carei- 
nomas of the left colon, 11 of which were in 
males. I find that we resected exactly twice 
this number of cancers of the rectum during 
the same interval. It was interesting to note 
that even in this small series the tendency 
of colonic cancer to be more favorable in 
prognosis was present (Table). Eighty-two 

ReSECTED CANCERS OF LEFT COLON AND RECTUM 
January 1, 1946, through July 31, 1947 
Operation 


Grade Grade 
I&II IIT&IV Nodes Stage Stage Died 


Left colon 19 4 4 
(23 cases) 82.69% 17.4% 17.4% 16 0 
Rectum 33 


13 11 
(46 cases) 71.7% 28.3% 28% 435 1 3(6.5%) 
per cent of the colonic tumors were in Grades 
I and II, while only 71.7 per cent of the 
rectal cancers were in this category. In 17 
per cent of the colon cases involved nodes 
were found; spread to lymph glands had oc- 
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curred in 11 of the 46 rectal cancers (23 
per cent). While nodal involvement or even 
liver metastasis was not considered a legiti- 
mate bar to removal of the primary tumor, 
two cancers of the sigmoid, in one of which 
a second neoplasm was present in the rectum, 
were encountered in which it was mechani- 
cally impossible to resect the growth; a simple 
colostomy was done in each. 

For various reasons, including partially un- 
relieved obstruction and infection, seven of 
the tumors were removed in multiple stages. 
The remaining 16 cancers were resected with 
immediate anastomosis without complemen- 
tary enterostomy. The now accepted pre- 
operative routine was initiated well in advance 
of celiotomy, including appropriate dosage of 
sulfasuxidine or sulfathalidine, which were 
frequently given before the patient entered 
the hospital. When urinary infection was 
present, I confirmed Poth’s observation * con- 
cerning the effectiveness of these drugs in 
controlling gram-negative organisms in the 
urinary tract without the peril of crystaluria, 


since it is excreted in the urine as a water . 


soluble salt. 

There were no surgical fatalities and no 
instances of peritonitis in any of these re- 
sections. There were, however, several indi- 
vidual instances of various postoperative 
complications. 

An elderly man whose growth had been 
resected and the bowel joined five days before, 
had partial separation of a wound in which 
the fascia had been sutured with steel alloy 
wire. The defect was discovered and sue- 
cessfully corrected within the hour. A ventral 
hernia developed in a woman whose temporary 
colostomy had been closed several months 
before—a not infrequent sequela of the two- 
stage operation. 

‘* Aseptic’? anastomosis was attempted in 
only one of these patients, although I have 
used the Rankin Clamp often in the past. In 
this case patency of the lumen was demon- 
strated after the operation by passage of gas; 
later a complete diaphragm was formed by 
adhesion of the crushed edges and reanasto- 
mosis was required. Before sulfasuxidine and 
sulfathalidine were available, there was a 
definite indication for this closed operation 
over clamps, but, as Meyer has said,* by a 
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carefully planned regime, including the use 
of these drugs, it is now possible and prefer- 
able to resect the colon if unobstructed, to 
perform a primary ‘‘open’’ anastomosis, to 
return the colon to the peritoneal cavity with- 
out performing a proximal colostomy and to 
close the wound without drainage. An addi- 
tional safeguard against diaphragm forma- 
tion, we believe, is severance of the bowel 
with the scalpel instead of the cautery. 
There are still indications, however, for 
‘‘stage’’ resections of colonic tumors, and it 
is perhaps just as well that these should be 
constantly re-emphasized to counteract a 
natural desire on the part of all of us to 
spare the patient multiple procedures. An 
analysis of 100 cases of cancer of the colon 
from the records of Baylor Hospital in Dal- 
las ® demonstrated that 60 per cent presented 
evidence of obstruction—-constipation, colic, 
distension or overflow diarrhea. Patterson 
and Webb ® reported that nearly one half of 
patients with colonic tumors in the Roose- 
velt Hospital showed some obstruction, and, 
more recently, Michel? found that more than 
one fourth of a series of 203 cases of malig- 
nancy of the large bowel seen at Charity 
and Tuoro Hospitals in New Orleans were 
acutely obstructed, the mortality rate in this 
group of 55 patients being 33 per cent. 
Even when obstructive symptoms are ap- 
parently controlled by preoperative mechani- 
cal measures or when local inflammation from 
perforation of the growth seems quiescent, 
there are borderline situations where discre- 
tion should still be the better part of valor: 


An elderly white man entered the hospital with 
a long history of bleeding, colie, constipation and 
recent profound anemia. The roentgenogram 
demonstrated a very large tumor of the splenic 
flexure. Two weeks were required to decompress 
the bowel and restore depleted blood volume. 
When the abdomen was opened, extensive adhe- 
sions to all nearby viscera were present. The 
tumor was resected with considerable difficulty 
and the transverse and descending colon were 
united end-to-end. Several days later a subdia- 
phragmatie abscess was detected and drained by 
removal of a portion of a rib and later still, a 
fecal fistula through this wound indicated leakage 
from the suture line. A transverse colostomy was 
done before peritonitis occurred and, fortunately, 
the defect in the anastomosis healed promptly, 
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making it possible to close the temporary 
colostomy. 


Not infrequently a patient with a colon 
anastomosis will complain of mild flatulence 
and constipation due to narrowing of the new 
lumen. Knowing as we do that the most 
effective preventative or correction of anal 
stenosis following operative procedure on the 
anal canal is the daily passage of bulky 
formed stools, I have reasoned by analogy 
that the same mechanics should be useful here 
if not too long delayed and have found this 
to be true. 

Detection and removal of colonic polyps 
offers even more satisfaction than excision of 
frank cancers. During this recent nineteen 
months period we explored the left colon 
of five individuals, ranging in age from 3-55, 
because of the possibility of the presence of 
a solitary polyp. We believe that explora- 
tion is entirely justified if suggestive symp- 
toms are present, even if repeated roentgen 
examinations fail to offer positive findings. 
This was true in two of these cases; in one 
of them no lesion could be found when the 
abdomen was explored, but in the other, a 
white woman of 30, who had been treated 
for ‘colitis’? because of recurrent cramping 
and whose hemorrhoids had been excised, in- 
effectually, because of recurrent passage of 
streaks of blood, a small pedicled papillary 
adenocarcinoma of the descending colon was 
discovered and removed. 

The surgeon must accept unusual respon- 
sibility in connection with the management 
of intestinal polyps. Here he cannot dele- 
gate to the pathologist, through biopsy, the 
decision as to what operative procedure is 
to be used. We believe that resection of a 
portion of the bowel is indicated when the 
stalk of the polyp is altered from normal 
or when the mucosal base is puckered, never 
because of the sole fact that the polyp itself 
contains malignant tissue. 


A Jewish woman, 56, complained of passage of 
fresh or clotted blood from the bowel at intervals 
for two years, during which time proctoscopie 
examinations by two physicians and x-ray of the 
colon had been reported negative. Through the 
sigmoidoscope the fundus of a papillary mass was 
seen 914 in. from the anal verge. Biopsy from 


ee 
a 
‘ 
| 
Sis 
3 
= 


J. INTERNAT. 
COLL, SURG. 


SURGICAL LESIONS OF LEFT COLON 


Fig. 1. Polyp of sigmoid containing adenocarcinoma in fundus. 


this mass demonstrated Grade II adenocarcinoma. 
The presence of other tumors was eliminated by a 
contrast colon roentgenogram. Although the mass 
was apparently pedunculated, accurate observa- 
tion of the base was not possible through the 
proctoscope. The abdomen and the colon were, 
therefore, explored; the base was seen to be unin- 
volved (Fig. 1), and the tumor was removed 
locally without sacrifice of the bowel. 


It was with considerable surprise that I 
found we have been compelled, in 1946 and 
1947, to revise surgically 10 end colostomies 
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of the sigmoid because of malfunction and 
stenosis. All of these were present in patients 
in whom we had previously resected the 
rectum. Two were the direct result of inci- 
dents connected with the original procedure, 
the first resulting from partial necrosis of a 
colostomy whose blood supply was injured 
when the bowel was brought out through a 
lateral ‘‘stab’’ opening. The second was a 
woman who had continued, after an abdomino- 
perineal resection six months previously, to be 
obstipated and to have severe cramping pain 
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Fig. 2. Typical findings in stenosis of colostomy. 


when the bowel was irrigated through an 
apparently normal stoma. An area of par- 
tial obstruction was found several inches 
proximal to the outlet, due to adhesion of a 
loop of small bowel. When this was freed, 
all symptoms were relieved. 

The findings in the remaining cases were 
strikingly similar to each other; the maifune- 
tion had developed at widely varying inter- 
vals following the original construction of the 
colostomy—seven months in one instance and 
ranging to more than four and one half years 
in four patients. The part of the colon left 
above the skin level was observed to. have 
been drawn into the area between the skin 
and fascia (not into the abdomen), and a 
constricted annular keloid was present at the 
skin outlet. This deformity is not, appar- 
ently, the result of increase in the adipose 
layer, as the formerly exposed bowel is found 
intact in length, compressed under the skin 
and not on tension (Fig. 2). 

I am now convinced that this undesirable 
and annoying complication is due to a mild 
chronic inflammatory reaction in the serosa 
of the exposed bowel and, particularly, in 
the appendices epiploica left on the bowel, 
which slowly pulls the colon under the skin 
level and, by involvement of the raw skin 
edge, excites a fibroplastic process in this 


C. ROSSER 


J. INTERNAT. 
COLL, SURG. 


Fig. 3. First step in freeing stenosed colostomy. 


margin also. Leaving a long exposed segment 
is not an entirely effective remedy, because 
the inflammatory process can eventually act 
on any amount of bowel. Careful removal 
of all attached epiploic tags and mesentery 
and inversion of the skin edge will, I believe, 
do much to prevent the occurrence of this 
type of stenosis. 

We are indebted to Cattell® for demon- 
strating a useful method of correcting this 
deformity. After the bowel has been freed 
from its subcutaneous attachments and the 
annular sear excised (Fig. 3), the nearby skin 
is freed of fat and sutured to the correspond- 
ing fascia. Because it is at times difficult 
to roll the skin under completely, I have re- 
cently used the Sturmdorf stitch (Fig. 4) 
with a silkworm suture to hold the skin more 
firmly and effectively in place. 


SUMMARY 


The diagnostic problems encountered in con- 
nection with lesions of the left colon are 
numerous, the distinction between malignant 
tumors and the tumefaction produced by peri- 
diverticulitis being the most difficult. 

Present methods of preparation of patients 
for colonic surgery, including especially ad- 
ministration of sulfasuxidine and sulfathali- 
dine, continually decrease mortality and mor- 
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Fig. 4. Application of the Sturmdorf suture to Cattell method of 
skin inversion. 


bidity in this surgical field. A recent series 
of 23 consecutive resections of malignant 
tumors’ of the left colon, without fatality, 
peritonitis or serious wound infection, is 
reported. 

Definite indications for multiple stage re- 
section of colonic tumors still exist, including 
partial obstruction and infection. 

Exploratory operations for possible colonic 
polyposis are justified in the presence of in- 
conclusive radiologic findings because of the 
serious potentialities of the lesion. The sur- 
geon, not the pathologist, must determine how 
extensive the surgical procedure shall be when 
a polyp is discovered in the colon. 

A high incidence of stenosis of end colos- 
tomies has been observed recently in our work, 
apparently due to a low grade inflammatory 
reaction causing retraction. A technic for 
the prevention and repair of this type of 
stenosis is described. 


SOMMAIRE 
Les problémes diagnostiquesqu’on rencontre 
dans les lésions du c6lon gauche sont nom- 
breux. I] est surtout difficile de faire la dis- 
tinction entre les tumeurs malignes et les 
tuméfactions produites par les peridiverti- 
culites. 
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Les méthodes actuelles dans la préparation 
des malades pour la chirurgie du colon, sur- - 
tout l’administration de la sulfasuxidine, et 
du sulfathiazole ont beaucoup diminué la mor- 
talité et la morbidité dans ce champ opératoire. 
L’auteur rapporte vingt-cing cas consécutifs 
de résection de tumeurs malignes du colon 
gauche sans fatalité, sans péritonite, sans in- 
fection sérieuse de plaie opératoire. Des 
indications précises pour la résection des tu- 
meurs coloniques, en plusieurs temps, méme 
dans les cas d’obstruction partielle et d’infec- 
tion ne doivent pas étre ignorées. 

Les opérations exploratrices pour polyposes 
coloniques sont justifiées vu les sérieuses po- 
tentialité de ces lésions, quand les rapports 
radiologiques sont inconelusifs. Le chirurgien, 
et non le pathologiste, doit décider de 1’éten- 
due de l’opération en presence de polype du 
célon. Une haute incidence de stenoses de 
colostomies terminale a été observé dans nos 
cas récemment. Cette stenose apparemment 
est due 4 une réaction inflammatoire causant 
une contraction. Une technique pour la pré- 
vention et le traitement de cette sténose est 
décrite. 

RESU MEN 

Las lesiones del colon presentan numerosos 

problemas de diagnostico, siendo el mas dificil, 
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el diagnostico diferencial de los tumores 
malignos de la tumefaccion que produce la 
peridiverticulitis. La mortalidad y morbili- 
dad en la cirujia del colon ha disminuido 
considerablemente gracias a la terapeutica 
preoperatoria y muy en especial a la admin- 
istracion de la sulfasuxidina y sulfatalidina. 
En una serie reciente de 23 casos de rese- 
eciones de tumores malignos de colon izqui- 
erdo, que reporta el autor, no hubo mortali- 
dad, ni peritonitis, ni infecciones serias de 
la incision. 

La exploracion quirurjica es justificada en 
aquellos casos en que se sospeche la poliposis 
del colon cuando el diagnostico radiologico 
es inconclusivo. Es la responsabilidad del 
cirujano y no del patologo el determinar la 
magnitud de la reseccion del colon en casos 
positivos de poliposis. 

El autor ha observado uwuna_incidencia 
elevada de la estenosis en las colostomias 
terminales en su clinica, y segun el, esto se 
debe aparentemente a reacciones inflamatorias 
benignas. El autor presenta su tecnica en la 
prevencion y tratamiento de estes estenosis. 


SOMMARIO 

Numerosi e complicati sono i problemi rigu- 
ardanti la diagnosi differenziale delle lesioni 
del colon discendente: la piu’ difficile e’ 
quella fra peridiverticolite e tumori maligni. 
Gli attuali metodi di preparazione degli am- 
malati e piu’ specialmente la somministra- 
zione preoperativa di sulfasuccidina e di 
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sulfatalidina hanno progressivamente dimi- 
nuito la mortalita’ e la morbilita’ in questo 
campo operativo. In un recente gruppo di 23 
resezioni per tumori maligni del colon dis- 
cendente non vi e’ stato aleun caso letale 
e non e’ occorsa alcuna peritonite od infezione 
grave della ferita. 

Ksistono tuttora definite indicazioni per 
resezioni a tappe dei tumari colici, compresa 
un’ostruzione parziale od infezione. Inter- 
venti esploratori—in presenza di reperti radi- 
ologici indefiniti—per una possibile poliposi 
del colon trovano una giustificazione nella 
subdola evoluzione di questi tumori. Quando 
un polipo e’scoperto nel colon, il chirurgo— 
e non il patologo—deve stabilire l’estensione 
dell’ intervento operativo. L’A. ha notato 
un’alta incidenza di stenosi nelle colostomie 
terminali, dovute probabilmente ad una lieve 
reazione infiammatoria e conseguente retra- 
zione. Nell’articolo viene illustrata una tee- 
nica speciale per la prevenzione e per la 
riparazione di questo tipo di stenosi. 
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Carcinoma and Uterine Fibromyomas* 


FREDERICK H. FALLS, M.S., M.D., F.A.C.S. 
CHICAGO, ILLINOIS 


IBROIDS of the uterus are classified as 
F benign tumors which, when successfully 

removed surgically, free the surgeon 
from further responsibility in a given case. 
By and large this confidence in the benign 
nature of these neoplasms is justified in most 
cases, and therein lies the great danger of 
falling into serious diagnostic error. 

In the first place, the incidence of sarco- 
matous degeneration of the fibroids is usually 
put at about 2 per cent, and some authorities 
claim it to be even higher in carefully studied 
series. It is not easy to differentiate micro- 
scopically between a rapidly growing cellular 
fibroid and a slow growing sarcoma. It is 
interesting to note that Oscar Fraenkel re- 
ported 2 per cent malignancy in a 10 year 
period in his clinie in Vienna, and that, in 
a later review of the same material, he classi- 
fied 10 per cent of the tumors as malignant 
after examining the same slides in the light of 
his inereased experience. The difficulty of 
differentiating between benign and malignant 
lesions clinically is easily appreciated. 

Most men who have studied malignancy 
extensively agree that two factors seem to 
enter into the determination of malignant 
growth. 

1. There must be an abnormal stimulus to 
cell reproduction by a hormone or an irritant. 

2. There must be a biologic defect in the 
host resulting in the absence of an X_ sub- 
stance which normally controls cell reproduc- 
tion in response to irritation. This permits 
the unlimited reproduction of cells, which is 
ealled malignaney. 

If we accept this viewpoint it would seem 
logical to assume that most patients with 
fibroids have sufficient stimulant at the site 
of the fibroids to produce the overgrowth of 
the connective tissue and muscle cells and 
sufficient of the X substance to bring such 
cell reproduction to a stop before the growth 


* Read before the Twelfth National Assembly, United 
‘States Chapter, International College of Surgeons, Chi- 
cago, Sept. 29-Oct. 4, 1947. 
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becomes wild and unlimited. We assume this 
to be true in about 98 per cent of cases. 
However, we must admit if we are to be 
logical, that the X substance which pro- 
hibits the change from a fibroid to a fibro- 
sarcoma probably is much the same as that 
which prevents a chronically infected cervix 
from going over to a carcinomatous cervix 
or a chronic hypertrophic endometritis from 
developing into an adenomalignum or an 
adenocarcinoma. 

If these premises are correct then it follows 
that we as clinicians, knowing the danger 
lurking in the fibroid uterus, will cease think- 
ing of these tumors as strictly benign and go 
over to the opposite viewpoint, namely, of 
suspecting all of these tumors of harboring 
malignant cells, either in the fibroids them-_ 
selves or among the epithelial cells of the 
endometrium or cervix. 

The question might well be asked, if malig- 
nancy is so common in connection with 
fibroids, why is it that more has not been 
said about it in the literature? The reason, 
I believe, is obvious if one considers the re- 
action of medical personnel to the subjects 
of fibroids and carcinoma. For example, a 
woman is admitted to our service at the Cook 
County Hospital as a case of fibroid uterus. 
The enlargement of the uterus is obvious, 
other symptoms correspond to the classical 
picture of fibroids and an operation is per- 
formed. On opening the uterus, the patholo- 
gist finds multiple fibromyomas and in addi- 
tion a carcinoma of the fundus of the uterus. 
The report is returned adenocarcinoma of 
the body of the uterus. The patient is imme- 
diately put on x-ray and radium management 
and becomes statistically a carcinoma of the 
body of the uterus. The fact that she had 
mutliple fibromas of the uterus is entirely 
forgotten. 

Another patient enters the hospital because 
of bleeding profusely at the menstrual periods. 
She has a fibromyoma of the uterus, which 
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obviously could explain the bleeding. Fibro- 
myoma of the uterus is diagnosed, and unfor- 
tunately operation is often undertaken. with- 
out further consideration of the case. Specu- 
lum examination would have reveaied a rather 
well advanced carcinoma of the cervix, which 
was accountable for most if not all of the 
excess bleeding. Occasionally, however, the 
tumor may be located in the upper portion 
of the cervix where its detection is more diffi- 
cult on casual inspection. If on inspection 
or other diagnostic procedure a carcinoma is 
found, that patient is catalogued as a car- 
cinoma of the cervix and treated as such, and 
the fact that she also has fibromyomas receives 
seant attention, if any. 

A patient is operated upon for myomas of 
the uterus, and a supracervical hysterectomy 
is done. Six months or a year later she re- 
turns to the clinic with a lesion on the cervix, 
which on microscopic section reveals a squa- 
mous cell carcinoma. The diagnosis then is 
carcinoma of the cervical stump, but no men- 
tion is made of the fact that the uterus be- 
longing to that cervical stump contained fibro- 
myomas before the carcinoma developed in 
the stump. Furthermore, evidence is begin- 
ning to accumulate that in such cases the 
probability is very great that the carcinoma 
was present and overlooked by the surgeon 
at the time of hysterectomy. 


DIAGNOSIS 


How, then, are we going to differentiate 
cases that can be classified as simple fibroids 
of the uterus from those which may be har- 
boring an unsuspected carcinoma or sarcoma? 
We may as well start off by saying frankly 
that in some cases the differentiation cannot 
be made clinically. However, these are very 
rare since in most cases the differential diag- 
nosis is not too difficult to make, if the sur- 
geon is sufficiently familiar with these tumors 
and if sufficient effort is put forward to apply 
the standard diagnostic procedures. 

The fibroid uteri which develop carcinoma 
as a complication may be divided as follows: 


I. Carcinoma of cervix; a., squamous; b., 
adenocarcinoma. 


II. Carcinoma of the body of the uterus. 
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III. Carcinomas associated with uterine 
polyps. 

IV. Carcinomas occurring in the cervical 
stump after hysterectomy. 


Differences in symptoms and physical find- 
ings mark the various types of complicating 
carcinomas in fibroid uteri. These differences 
necessitate different diagnostic procedures for 
the determination of the presence or absence 
of carcinoma. 

Carcinoma of the cervix may appear as a 
Group I of the Schmitz classification, a nodule 
without ulceration or other attributes that 
would indicate that malignancy was present. 
These tumors often grow slowly at first, but 
if untreated by radiation or cautery progress 
rapidly. The Schiller stain is usually positive 
and they are easily visualized by vaginal 
speculum. Biopsy can be easily obtained and 
should never be postponed or neglected. 
These patients are without symptoms as far 
as the carcinoma is concerned, and what 
symptoms are present are due directly to the 
fibroids and not to the carcinoma. Such 
symptoms are menorrhagia, pressure on blad- 
der or bowel and abdominal tumor, frequently 
nodular and much larger than a _ uterus 
affected only by carcinomatous degeneration. 
The vaginal smear may or may not be posi- 
tive for carcinoma, but the cervical biopsy 
will show the malignant change. If the lesion 
is of the Group II, III or IV (Schmitz), the 
symptoms presented are not those seen in the 
average fibroid uterus. Metrorrhagia replaces 


‘menorrhagia and a foul leukorrhea develops, 


which is strongly suggestive of malignancy, 
although a similar discharge may be present 
in a submucous degenerating fibroid. Specu- 
lum examination reveals necrosis of the cervix 
with friable carcinomatous tissue, and digital 
examination reveals a cauliflower mass or 
crater, depending on the stage of development 
of the tumor. 

When the tumor arises from the endocervix 
or endometrium, in the early stages a watery 
discharge between periods, associated with 
menorrhagia, is significant of associated earci- 
noma. When this is followed by metrorrhagia, 
first seen as a spotting and later followed by 
frank hemorrhage, the suspicion of earcinoma 
is at once aroused. In such eases vaginal 
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examination and inspection is of little value; 
the Schiller test is worthless. The Papani- 
colaou stained smear from the cervix is valu- 
able if positive. The Clark test can well be 
applied here. It consists of irritating the 
endocervix and endometrium by use of an 
intra-uterine probe, which produces bleeding 
of significant amount. An endometrial biopsy, 
first of the endocervix, then of the endo- 
metrium, may be taken with a Novak or 
other simple curet and the removed tissue 
sent to the laboratory as separate specimens 
and examined histologically after preparation 
of paraffin or frozen sections. There is some 
value from a prognostic and therapeutic 
standpoint in determining whether or not an 
adenocarcinoma of the uterus is located in 
the body of the uterus or in the endocervix. 
Finally, a thorough curettage of the endo- 
metrial cavity can be done under twilight 
sleep and local or under general anesthesia. 
This gives samples from the whole endo- 
metrium for diagnostic study. It must be 
remembered that diagnostic curettage may not 
always reveal a carcinoma. The tumor may 
be located above a submucous fibroid, which 
prevents access to that part of the uterine 
cavity by the curet. In such eases, espe- 
cially, it should be the rule to open the uterus 
at operation so that thorough inspection of 
the whole endometrium may be made before 
deciding on the extent of tissue to be removed. 


TREATMENT 


Treatment of fibroids complicated by car- 
cinoma depends on several factors or com- 
binations of factors. If the carcinoma is very 
early and either of the cervical or endometrial 
type, a total panhysterectomy should be done, 
followed by adequate doses of x-ray and 
radium. If the carcinoma is of Group II, 
III or IV (Schmitz), and the fibroid is larger 
than a three month pregnancy, the situation 
is much more complex. X-ray and radium 
should be used first on the lesion, followed 
by operation or more radiation, depending on 
the reaction to the first treatment. If the 
lesion is of Group II (Schmitz) when first 
seen, then an operation may be undertaken 
if there is no infiltrtaion or evidence of 
activity after two or three months. If the 
fibroid is smaller than a three month preg- 
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nancy, the carcinoma may be treated as if it 
were in a nonfibroid uterus. 

When a fibroid uterus is removed for car- 
cinoma, it is mandatory to remove the cervix, 
tubes and ovaries as well as the body of the 
uterus. The reason for this is the high fre- 
quency of ovarian and cervical stump carci- 
noma, when a supracervical hysterectomy is 
done in these cases. 

In all cases a careful follow-up with x-ray 
and radium to the vault of the vagina, held 
in place with a wax mold, is probably the best 
method of treatment; 1,500-2,000 mgm. hr. 
of radium may be administered in divided 
doses and supplemented by 10,000 r of x-ray 
through six portals and in addition some addi- 
tional dosage may be given through a vaginal 
cone. 

It is of considerable importance to recog- 
nize the fact that malignant polyps of the 
uterus are always associated with infection. 
These, therefore, should always be removed 
from below, the base cauterized and a few 
weeks allowed to elapse before surgical re- 


moval of the body of the uterus. The reason _ 


for this is that they are usually infected 
with Streptococcus hemolyticus or other viru- 
lent organisms, so that removal through an 
abdominal incision before removing the polyp 
or before the infection has had a chance to 
clear up after vaginal removal of the polyp 
is extremely dangerous. Even when using 
the technic here described, we use prophylactic 
injections of penicillin or sulfadiazine, which- 
ever in a given case seems most indicated. 


DISCUSSION 
It is extremely difficult to obtain accurate 
figures on the incidence of malignancy in 
fibroid uteri in most clinics for the reasons 
pointed out. To throw some light on the 
frequency of carcinoma occurring in connec- 
tion with fibroids, we took 421 cases of carci- 
noma of the uterus which occurred in our 
clinie in the past-20 years. Of this number, 
44 occurred in uteri with fibromyomas. There- 
fore, approximately 14 per cent of our malig- 
nancies of the uterus had fibroids. This list 
included 2 eases of carcinoma of the cervical 
stump in women who had originally been 
operated on for removal of a fibroid uterus 
supravaginally. 
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A somewhat smaller, but equally carefully 
compiled case series was studied at the Uni- 
versity of lowa from 1921 to 1926. These 
eases included fibroids with carcinoma, sar- 
coma and those admitted for treatment of 
carcinoma of the stump previously operated 
upon for fibroids of the uterus. In this group, 
malignancy was found in 13.5 per cent of 
128 cases. It is possible that an even larger 
number of cases of cervical stump carcinomas 
developed in patients who had had supra- 
cervical hysterectomy for fibroids in our clinic 
and went elsewhere for treatment when and 
if carcinoma developed. This suggests another 
point which seems to need stressing. 

It is becoming increasingly ‘evident that 
carcinoma can be present in the cervix of 
the uterus with very slight growth changes 
over a period of years, so that the problem 
of diagnosis of carcinoma in the cervical 
stump at the time of operation for fibroids 
is not so simple. Repeated postoperative ex- 
aminations at regular six month intervals 
would solve the problem in most cases, but 
it is often difficult to get the patients to 
cooperate. One alternative is the removal 
of the cervix with the uterus in all cases. 
This may be done in most cases without too 
great increase in operative mortality. I be- 
lieve, however, that if attempted by general 
surgeons on all cases, the mortality and mor- 
bidity would be considerably higher than 
supracervical hysterectomy. This is because 
it is necessary to enter the vagina, which is 
an infected cavity and because it is necessary 
to strip the bladder down off the vaginal wall, 
increasing the danger of injury to this organ; 
finally, it is necessary to cut and tie the 
cervical branches of the uterine arteries as 
well as the main uterine arteries, which some- 
what increases the danger of postoperative 
hemorrhage. 

An alternative procedure which we endorse 
is that of cauterizing the cervix thoroughly 
immediately preceding supracervical hyster- 
ectomy. This has the added advantage of 
having, during operation, the cervix with its 
attachment to the cardinal ligaments, to which 
can be sewed the round and broad ligament 
stumps. This procedure lessens the danger of 
prolapse of the vaginal vault postoperatively, 
a lesion which is becoming more and more 
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common as more total abdominal and more 
total. vaginal hysterectomies are being done. 


CONCLUSIONS 

1. Malignant changes in fibroid uteri are 
not rare. 

2. The symptoms produced by fibroids may 
so completely simulate those produced by the 
associated carcinoma, that the greatest cir- 
cumspection is necessary to avoid overlooking 
the latter. 

3. To be sate, all cases of fibroids should 
be suspected of harboring malignancy until 
proven to be benign, especially those occur- 
ring in women in the fifth decade. 

4. The best procedures to help determine 
the diagnosis are the Schiller test, the Clark 
test, the Papanicolaou smear, cervical biopsy, 
endocervical and endometrial biopsy and diag- 
nostic curettage. 

5. When removing a fibroid uterus, the seat 
of a malignancy, a total panhysterectomy 
should be done in all cases except where the 
tumor has spread beyond the confines of the 
uterus. 

6. Radium and x-ray preoperatively and 
postoperatively are useful adjuncts in man- 
agement of these cases. In small fibroid 
uteri with advanced carcinoma they are the 
sole treatment, replacing operation. 

7. Early recognition and prompt removal of 
these malignant tumors will reduce the 
mortality from careinoma of the uterus 
significantly. 

8. Care should be taken, when operating 
in absence of complete pathologie reports or 
knowledge of the histopathology of the endo- 
metrium, to scrutinize the endocervical and 
uterine canal at the operating table. 


RESUME 

1. Les changements malins dans les fibromes 
utérins ne sont pas rares. 

2. Les symptomes produits par les fibromes 
associeés & un carcinome simulent parfois si 
complétement les symptomes déterminés par 
les carcinomes qu’il est nécessaire d’agir avec 
grande circonspection. 

3. Pour étre prudent, on doit soupsconner 
que tout fibrome renfermé des possibilités ma- 
lignes surtout ceux qui surviennent dans la 
cinquiéme décade de la vie. 
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4, Les meilleurs precédés pour determiner 
le diagnostique sont l’épreuve de Schiller, 
1’épreuve de Clark, le frottis de Papanicolaou, 
la biopsie cervicale, la biopsie endométriale 
et le curettage diagnostique. 

5. En enlevant un utérus fibromateux, le 
siége d’une tundeur maligne, il est indiqué 
de faire une panhystérectomie totale excepte 
dans les cas ot la‘tumeur ne s’étend’ pas au 
dela de l’utérus. 

6. La radium et les rayons X avant et aprés 
l’opération sont de précieux adjuvants. Dans 
les petits fibromes un carcinome étendu 
e’est le seul traitement remplacant le traite- 
ment opératoire. 

7. Le diagnostique précoce et bstilation 
prompte de ces tumeurs malignes réduiront 
sensiblement la mortalité due aux carcinomes 
utérins. 

8. En opérant dans ces cas, il importe de 
faire un examen minutieux du canal utérin 
et endocervical durant le cours de l’opération. 
Cela esta nécessaire seulement dans |’absence 
d’un rapport préopératoire sur |’histopatho- 
logie de 1’endométrium. 


SOMMARIO 

1. Degenerazioni maligne nei fibromi dell’ 
utero non sono rare. 

2. I sintomi provocati dai fibromi possono 
simulare in modo cosi perfetto quelli dei car- 
cinomi, da rendere necessaria la massima 
oculatezza nella diagnosi differenziale coi 
tumori maligni. 

3. Ogni fibroma dovrebbe essere ritenuto 
sospetto di albergare un tumore maligno, 
specialmente quando si tratti di donne oltre 
i 50 anni. 

4. I metodi diagnostici piu’ sicuri sono 
rappresentati dal metodo di Schiller, di Clark; 
dagli strisei secondo la tecnica di Papanico- 
laou; dalla biopsia cervicale e dal raschia- 
mento diagnostico. 

5. In ogni caso di fibroma associato ad un 
carcinoma si deve procedere ad un’isterecto- 
mia totale, a meno che il tumore maligno abbia 
gia’ vareato i confini dell’utero. 

6. La radioterapia pre- e postoperatoria 
trova in questi casi un’utile indicazione. Nei 
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piccoli fibromi associati a carcinomi gia’ 
molto progrediti la radioterapia sastituisce 
l’operazione. 

7. Nei casi in cui manchi un accurato 
reperto istopotologico preliminare si deve ispe- 
zionare con la massima cura—durante |’opera- 
zione—le condizioni della cavita’ uterina e 
del canale cervicale. 


RESUMEN 

1. Los cambios malignos en los fibromas 
uterinos no son raros. 

2. Los fibromas uterinos peuden producir 
una sintomatologia que puede simular com- 
pletamente los producidos por el carcinamo 
asociado y enmascararlo por lo tanto es muy 
importante el guardar gran cuidado para 
evitar el error en el diagnostico. 

3. En todos los casos de fibroma uterino 
se debe siempre de sospechar el carcinoma 
especialmente en mujeres que ya han llegado 
a la quinta decada de la vida. 

4. De todos los procedimientos en el diag- 
nostico diferencial del cancer uterino al 
comando del cirujano los mejores son: el. 
de Schiller, Clark, Papanicolaou, la biopsia 
del cuello uterino y de la mucosa endocervical 
y endometrial y por ultimo el curetaje. 

5. En el tratamiento quirurjico del fibroma 
uterino con cambios cancerosos se debe de 
practicar la pan-histerectomia total con ex- 
cepcion de aquellos casos en que el cancer 
ya sobrepaso los confines del utero. 

6. El radium y los rayos X son de valor 
como medidas adjuntas en el tratamiento 
pre y post-operatorio; y constituyen el unico 
tratamiento en aquellos casos de pequenos 
fibromas eames por un cancer ya 
avanzado. 

7.La mortalidad del cancer uterino dis- 
minuira en relacion directa con el recono- 
cimiento temprano de estas lesiones y su 
tratamiento inmediato. 

8. El cirujano debe siempre de hacer un 
examen minucioso del canal uterino y cer- 
vical durante la operacion en todos los casos 
en que no ha sido posible obtener un examen 
histopatologico completo del endometrio o de 
la mucosa endocervical. 


The Surgical Aspects of Endometriosis” 


VIRGIL S. COUNSELLER, M.D., F.A.C.S.** 
ROCHESTER, MINNESOTA 


[me term ‘‘endometriosis,’’ familiar to 
medical men, was introduced by Samp- 
son! ? to describe peculiar lesions which 
occur in adult women and which are found 
almost exclusively in the pelvis or the lower 
part of the abdomen. Regardless of their 
particular location, these lesions have as their 
common denominator the presence of endo- 
metrial tissue which is indistinguishable 
pathologically and physiologically from that 
found within the uterine cavity. They are 
neither tumors in the ordinary sense of the 
word nor products of inflammation, although 
they have some of the characteristics of both 
orders of pathologic phenomena. 

Therefore, by the term ‘‘endometriosis’’ is 
meant the occurrence of endometrial tissue 
outside the uterine cavity. This ectopic endo- 
metrium may take the form of invasive 
nodules in the uterine wall with the forma- 
tion of the familiar adenomyomas first de- 
scribed by Cullen. This form is known as 
‘‘internal endometriosis.’’ For the condition 
in which the ectopic tissue is located elsewhere 
the terms ‘‘external endometriosis,’’ ‘‘endo- 
metrial adenosis’’ or just plain ‘‘endometri- 
osis’’ are used almost interchangeably. It is 
chiefly this latter condition which commands 


‘our attention today. 


Endometriosis appears to be associated fre- 
quently with primary or secondary sterility 
and in a large proportion of cases there is 
associated disease of the uterus or adnexa; 
it is also interesting to note that in many 
patients in whom this condition is found, an 
abdominal or a pelvic operation has previously 
been performed. Thus in a recent study at 
the Mayo Clinic an incidence of pregnancy 
of only 56.5 per cent was found; previous 
surgical procedures had been carried out in 
54.2 per cent of patients, and associated dis- 
ease of the uterus or ovaries or both was found 
in more than 50 per cent. 


* Read before the Twelfth National Assembly, United 
States Chapter, International College of Surgeons, Chi- 
cago, Sept. 29-Oct. 4, 1947. 

** Division of Surgery, Mayo Clinic. 
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Aberrant endometrium may appear within 
the uterus, in the pelvic tissues or organs, or 
finally in locations distant from the uterus. 
In the uterus, the endometrial tissue may be 
within the muscle, under the peritoneum or 
in the region of the cervix. External loca- 
tions may be a fallopian tube, an ovary, the 
rectovaginal septum, the uterine and ovarian 
ligamerts or the pelvic glands; more rarely 
the large or small intestine, the appendix, the 
inguinal region, the labia, the umbilicus, 
laparotomy scars or the lungs may be in- 
volved. In all of these various locations, the 
pathologic findings are the same; there are 
glandular tubules identical with the epithelial 
diverticula of the uterine mucosa, formed of 
simple columnar epithelium, which is often 
ciliated. Around these epithelial formations 
one finds a connective tissue containing nuclei 
which resemble those in the subendometrial 
tissue of the uterus; there may also be smooth 
muscle fibers between the epithelial islands, 
the whole recalling a miniature uterus. In 
addition to this morphologic resemblance, the 
endometrial formation, under the influence of 
the ovarian hormones, follows the menstrual 
eycle of the uterus; hemorrhage occurs, cysts 
form and rupture may ensue. It is therefore 
this periodic bleeding process which accounts 
for the clinical symptoms and pathologie find- 
ings of the disease. 

The number and the diversity of the hy- 
potheses which purport to explain the patho- 
genesis of these phenomena are ample evidence 
of the uncertainty which still enshrouds the 
origin of endometriosis. It must, however, be 
borne in mind that in this condition several 
distinct pathogenic factors may operate, just 
as in carcinoma generalization may occur by © 
virtue of lymphatic, vascular and contiguous 
dissemination. In a general way these various 
hypotheses have been grouped into the three 
following classes: (1) embryonic, ‘(2) meta- 
plastic and (3) migratory. No useful purpose 
can be served by a discussion of these hy- 
potheses in this communication, since they are 
well defined in the literature on this subject.’ 
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PATHOLOGY 


The basis of surgical treatment of any sur- 
gical lesion is an accurate knowledge of the 
pathologic process involved. Therefore, it is 
pertinent to discuss this phase in some detail. 
My colleague Dockerty has clearly described 
this process when he stated ‘‘that the patho- 
logic fundamental constantly to bear in mind 
is that each area of endometriosis is in itself 
a small uterus with functioning glands and 
stroma.’’ Like ordinary endometrium this 
ectopic tissue is acted on by the ovarian hor- 
mones and, as stated previously, proliferates, 
differentiates and menstruates in a_ cyclic 
fashion. With the accumulation of menstrual 
blood small cysts are formed. These gradually 
distend as a result of repeated monthly hemor- 
rhages. Hemoglobin is released and causes 
irritation with fibroblastic reaction, involve- 
ment of nerves and referred pain. Eventually, 
when the pressure of retained contents reaches 
a certain point, the cysts rupture with a spill- 
age of irritating contents over adjacent por- 
tions of the peritoneum and local peritonitis 
results. Loops of bowel become adherent in 
the pelvis through fibrous bands. These are 
not easily separated like inflammatory adhe- 
sions because they are incorporated with endo- 
metrial implants spilled at the time of rup- 
ture. Growth of these glands with further 
hemorrhage and more fibrosis may result in 
large endometriomas in the rectovaginal sep- 
tum, sigmoid, small intestine and so forth. 
Adjacent loops of bowel so involved offer no 
clear-cut lines of cleavage, and attempts at 
separation may lead to peritonitis, formation 
of fistula, ete. 

In the ovary these cysts tend to be large, 
the so-called tarry cysts, which are often bi- 
lateral and which often destroy the major por- 
tions of both ovaries. Functional destruction 
in these eases parallels anatomic destruction, 
the endometrium in the uterus becomes eystic, 
menstrual irregularities occur and_ sterility 
often results. When extensive gradual ovarian 
destruction takes place, it may be said that 
such patients are undergoing a slow meno- 
pause, and for this very reason the removal 
of the pelvic organs does not produce such 
a profound physiologic change as it does when 
performed for other types of lesions in which 
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ovarian destruction has not been a prominent 
feature. 

The lesions on the uterus are usually small 
and situated for the most part on the posterior 
wall. The severe dysmenorrhea in these cases 
is explained by congestion and hemorrhage 
irritating the musculature of the uterus in 
the vicinity of the lesions. Presacral neu- 
rectomy will relieve this type of pain but 
will have no effect on the ‘‘parietal’’ type 
produced by nodules of endometriosis located 
on the parietal peritoneum. 

The lesions may occlude the isthmus of the 
tubes or close the fimbriated ends, thus render- 
ing the patient sterile. Also, the mucosa of the 
fallopian tubes is often thrown into folds by 
endometrial implants, thus impeding the prog- 
ress of the fertilized ovum. This situation 
accounts for about 15 per cent of ectopic 
gestations. 

Endometriosis occasionally involves the uri- 
nary bladder and in this location it may repre- 
sent almost a solitary lesion. Dysuria and 
hematuria from involvement of the serosa and 


mucosa of the bladder may occur. Similarly, . 


symptoms referable to the rectum and sigmoid 
are obtained on a comparable basis. Intes- 
tinal obstruction may result and resection 
may become necessary. 

One should ask, What is the pathologic fate 
of these endometrial implants? At the meno- 
pause, of course, like ordinary endometrium 
they cease to function. A similar result is 


obtained when the ovaries are removed. Hor-: 


monal stimulation no longer occurs and 
But before the 
menopause the life cycle of an endometrial 
implant may become spontaneously arrested 
by one of two methods; namely, (1) complete 
shedding of the lining during menstrual bleed- 
ing, (2) pressure atrophy from increasing 
tension within an endometrial cyst. If this 
oceurs, the activity of the endometrial cyst 
is at an end. This explains why one often 
finds large endometrial cysts in the ovary with 
many surrounding adhesions and yet the 
patient has few or no symptoms. 


SYMPTOMS 


The typical patient with endometriosis has 
pelvic pain, as premenstrual engorgement 
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proceeds in the five days before menstruation. 
With menstruation the ectopic endometrium 
is also most active and the increased discom- 
fort is usually interpreted as dysmenorrhea. 
This discomfort is not relieved with the estab- 
lishment of flow, but tends to continue severe 
throughout the menstrual period. Pelvic 
comfort is gradually reestablished over the 
next three to five days, and the patient enjoys 
relative comfort until the cycle repeats itself. 

Certain accidents may occur in the course 
of pelvic endometriosis to precipitate an acute 
pelvic episode. Chief among these is the rup- 
ture of a large tarry cyst, usually at a men- 
strual period. The signs and symptoms are 
similar in every respect to those of acute or 
subacute . pelvic peritonitis. These cysts, 
though infrequently, may become twisted or 
infarcted to precipitate an acute episode. In 
a few cases the intestinal wall has become so 
involved as to cause subacute obstruction. 

The pelvic pain has certain characteristics. 
It is not relieved by antispasmodies, as is true 
dysmenorrhea. Most pelvic pains are relieved 
by application of heat to the abdomen but, 
since this causes increased engorgement, the 
pain from endometriosis is made worse by 
heat. <Any activity which tends to irritate 
these regions further or increase their en- 
gorgement increases the discomfort. Very 
characteristically, many patients will volun- 
teer the information that their discomfort is 
made worse by riding in a train or a ear, 
intercourse or pelvic examination or after 
long hours on their feet. 

Menorrhagia and metrorrhagia are symp- 
toms complained of by almost 50 per cent of 
the patients. In the majority these symptoms 
can be explained on the basis of uterine 
fibroids which complicate 50 per cent of cases 
of endometriosis. In some, however, there is 
no doubt that cystic endometrial hyperplasia, 
produced as a result of destruction of ovarian 
tissue, accounts for the irregular bleeding. 

On physical examination the most diag- 
nostic findings are the puckered, shotty, in- 
durated nodules in Douglas’ cul-de-sac and 
over the posterior surface of the uterus. 
These are best felt either rectally or by recto- 
vaginal examination. Early in the course of 
the disease, there are diminished mobility of 
the uterus and shortening and increased sen- 


31 


J. INTERNAT. 
COLL. SURG, 


sitivity of the uterosacral ligaments. Often 
the most striking thing is pain on examina- 
tion out of all proportion to the physical 
findings, for these regions may be too soft 
to palpate. Endometrial cysts of the ovary 
differ from other ovarian cysts in that their 
contour is rough and irregular and they are 
bound down to the adnexa or to Douglas’ 
cul-de-sac. 


SURGICAL FEATURES 


I believe that there is no pelvic operative 
procedure that at some time is not required 
for endometriosis or made more difficult by 
its presence. Few conditions demand more 
surgical skill and judgment to secure the best 
way out of an unfortunate situation for the 
patient. 

Since the symptoms of endometriosis per 
se are due to the presence of functioning 
ectopic endometrium, castration could rea- 
sonably be expected to cure the patients. This 
is no doubt true of the majority of cases, the 
exception to this being those cases in which 
the chief symptoms are due to a mass in the 
pelvis, obstructed loops of bowel or massive 
adhesions. 

If one belongs to those surgeons who feel 
that the ovary serves no useful function after 
the age of 40 years—my colleagues and I do 
not—then the treatment of 58 per cent of 
patients suffering from endometriosis resolves 
itself into producing either surgical or radia- 
tion castration. 

My colleagues and I feel that the ovaries 
of patients of any age group should not be 
removed unless it is necessary, but especially 
not those of patients less than 40 years of 
age. In spite of strong convictions in this 
regard, it was deemed necessary to produce 
castration in 36 per cent of the cases in which 
patients were less than 40 years of age, be- 
cause the extensiveness of the endometriosis 
precluded its complete removal. 

If the patients who have minimal or inci- 
dental findings of endometriosis were not 
considered, then it would be foi that of 
the patients who had moderate ov severe 
symptoms and physical findings of endo- 
metriosis, more than 50 per cent would re- 
quire castration to relieve their symptoms. 
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Some patients do have the endometriosis con- 
fined to one removable adnexum or this plus 
a few removable implants. There is no middle 
ground, however; either the endometriosis or 
the ovaries must be completely removed in 
order to have reason to expect a surgical cure. 

This consideration is of great importance 
to both surgeon and patient. The young 
woman who has moderate pelvic discomfort 
for even six or seven days per month, once 
she is assured that no serious consequences 
will result from deferring operation, may pre- 
fer to endure this disability rather than run 
a 50 per cent chance of surgical castration 
being necessary for a cure. The woman of 
36 or 38 years of age may expect an early 
menopause, and she may be willing to bear 
her discomfort with the prospects of its early 
termination. <A high percentage of the see- 
ondary and tertiary pelvic laparotomies are 
required because an incomplete operation was 
done previously for endometriosis. 

If the extensiveness of the endometriosis is 
such as to require castration, the castration 
is not usually followed by the same intensity 
of menopausal symptoms as is common in cas- 
tration for other reasons. Many of these 
patients will have few, if any, symptoms. This 
phenomenon is explained in part by the fact 
that the gradual destruction of ovarian tissue 
by the endometriosis has progressed, at the 
time of operation, to such an extent that the 
patient has been bordering on menopause for 
some time. During this period she may have 
unknowingly made a gradual nervous adjust- 
ment which the final complete withdrawal of 
ovarian secretion does not upset. 

There is an occasional patient less than 30 
years of age for whom it seems advisable to 
do a palliative operation with the hope of 
carrying her along to an age at which castra- 
tion would be less of a tragedy. A few of 
these patients are completely relieved, and 
for others an early menopause makes further 
surgical treatment unnecessary. 

In a selected group of 20 cases in which 
the chief symptoms of dysmenorrhea and dys- 
pareunia were due to deep implants in Doug- 
las’ cul-de-sac which could not be removed, 
presacral neurectomy was done. This was 
combined with excision of the accessible im- 
plants and usually suspension of an adherent 
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retroverted uterus. Owing to careful selec- 
tion of patients the results of this procedure 
have been very good. 

The difficulties inherent in doing the com- 
mon pelvie operative procedures in the pres- 
ence of endometriosis have received very slight 
attention in the literature. At times the ut- 
most skill is required by the surgeon either 
to keep out of difficulty or to extricate him- 
self from a bad situation in which he may 
inadvertently find himself when operating in 
the presence of extensive endometriosis. In 
the presence of this lesion mishaps are espe- 
cially likely to oceur. 

A few examples of the difficult situations 
encountered are worthy of special mention. 
In cases of old pelvic inflammatory disease 
one can easily elevate an adherent retroverted 
fundus by working the finger down between 
it and the rectum. However, in cases of endo- 
metriosis one cannot do this without danger 
of penetrating the wall of the rectum, or of 
part of the muscularis of the rectum adhering 
to the fundus. Similarly, in separating loops 


of small bowel from each other or from the. 


uterus or adnexa, special care must be taken 
to avoid stripping off part of their muscula- 
ture before one realizes that one does not 
have a true cleavage plane. 

Often, once the uterus has been removed, 
there is very little peritoneal covering left for 
Douglas’ cul-de-sac and the lateral pelvic 
walls. This situation can be remedied by 
laying the sigmoid in the pelvis and placing 
a few sutures to hold it there. The pelvis 
is the normal location of the sigmoid, it suf- 
fers from no functional inconvenience from 
being sutured there and in this location it 
keeps loops of small bowel from becoming 
adherent in the pelvis. 

Douglas’ cul-de-sac may be entirely closed 
off by the rectum being drawn forward and 
being densely adherent to the posterior fornix 
and lowermost part of the supravaginal por- 
tion of the cervix. This relationship is usually 
best left undisturbed. Other things being 
commensurate, the patient’s interests are 
better served by subtotal hysterectomy than 
by total hysterectomy, when the latter would 
entail considerably more trauma and risk than 
the former. In such a case more than the 
usual care must be exercised, so that in clos- 
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ing the cervical stump a suture is not passed 
through the adjacent portion of the rectum. 

The vesico-uterine space is often obliterated 
by implants which cause the bladder to be ad- 
herent to the supravaginal portion of the 
cervix. In separating the bladder, sharp dis- 
section must be used. No line of cleavage is 
present and it is at times difficult to avoid 
dissecting away part of the vesical wall or 
opening the bladder. In closing the vagina 
or the cervical stump, caution must be exer- 
cised lest the suture be passed through the 
vesical wall. It is easy to pass the suture 
through the vesical wall, since the field is 
obscured by a bloody ooze and the bladder is 
usually still attached to the anterior fornix 
instead of being displaced forward. The most 
common cause of vesicovaginal fistula is an 
unrecognized suture in the vesical wall which 
has been placed while closing the cervical 
stump after subtotal hysterectomy. 

To avoid injury or ligation of the ureters 
is probably the chief concern of every pelvic 
surgeon. Endometriosis shares with cervical 
fibroids first place as the contributing cause 
of such accidents. In endometriosis three 
factors contribute considerably to making the 
ureter more than usually vulnerable to in- 
jury. First, improper orientation causes in- 
jury to a ureter in many cases. Dense 
adhesions prevent proper mobilization of the 
uterus. The field is obscured by spilled tarry 
material, oozing of blood from innumerable 
denuded areas and sponging by the assistant. 
Under these circumstances especial care must 
be taken to visualize each ureter and to avoid 
including it with the corresponding uterine 
artery when a forceps is applied to the latter. 
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Second, involvement of the paracervical tis- 
sues by endometriosis results in formation of 
scar tissue. Contraction of this scar tissue 
draws the ureter even closer to the cervix, 
thereby appreciably reducing the normal nar- 
row 2 em. space between the cervix and ureter 
where the uterine artery must be clamped. 
Third, in the ordinary hysterectomy when the 
cardinal ligaments are put on tension, just 
before the forceps are placed on the uterine 
artery, the ureter drops away from the cervix 
and the uterine artery. Endometriosis causes 
fixation of the paracervical tissues and lateral 
pelvie wall so that when traction is made on 
the uterus the attached ureter, instead of 
dropping away, is further drawn upward into 
the operative field. 

Proper orientation is essential and the 
course of each ureter should be known even 
if it is necessary to dissect it out in its entire 
pelvic course. If this is done and the fact that 
in these cases the ureters are more than usu- 
ally vulnerable is kept constantly in mind, the 
ureters will seldom be injured. 

The chief weapon in preventing errors is 
the realization that with the setup at hand 
certain errors are more than usually likely to 
be committed. With this knowledge such 
errors can be more certainly avoided. 
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Coronary Disease of the Hip* 


FREMONT A. CHANDLER, M.D.** 
CHICAGO, ILLINOIS 


in the clinical sense is a group of symp- 

toms, dominated by pain, loss of function 
and bony collapse caused by anoxemia and 
other deficiency in arterial nutrition of the 
head of the femur, prolonged enough to result 
in marked degeneration, even necrosis of bone. 
Its most frequent cause is abrupt obstruction, 
thrombosis or embolism of a large branch of 
the coronary artery. 

Two or three times as frequent in men as 
in women, most cases of femoral head in- 
farction occur between 50 and 70 with fewer 
cases in the next, earlier and later decades. 

Below 40, cases are infrequent but may 
occur at still earlier ages, even in the 20 to 
30 period. Increased recognition of mild 
cases is greatly increasing the incidence of 
the disease. 

The foregoing paragraphs are in no sense 
original but are a direct quotation of the 
definition and incidence of cardiac infarction 
taken from the 15th edition of Osler’s Medi- 
cine. The terms ‘‘cardiac’’ and ‘‘myocar- 
dial’’ have been replaced by the terms ‘‘head 
of the femur’’ and ‘‘bone.’’ No clearer defi- 
nition of the pathologic process in the femoral 
head, due to circulatory failure, could be de- 
vised. The pathology of cardiac infarction 
is so well known to every busy surgeon, that 
any review is unnecessary. Too frequently 
cardiac coronary disease becomes the sword of 
Damocles, hanging over our heads as we go 
about our regular work. 

Christian, in this 15th edition of Osler, 
goes on to describe how cardiac infarction 
was recognized in autopsy examinations since 
the earliest periods of medical history, but 
that the clinical recognition of this entity is of 
modern times. Between 1896 and 1912, few 
isolated cases were diagnosed ante mortem. 
In 1912, James B. Herrick of Chicago aroused 
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the medical profession to clinical recognition 
of coronary disease and brought the subject 
to its place of eminence in medical and lay 
thought. 

Compare the head of the femur with the 
heart and it is evident that much of the 
anatomy is similar. The myocardium and the 
cancellous bone and cartilage differ histo- 
logically, but each is composed of living cells 
requiring oxygenation and nutrition. The 
heart protrudes into its pericardial sack much 
in the same manner as the head of the femur 
protrudes into the synovia-lined capsule of 
the hip joint. The nutrient vessels of each are 
extended and have but limited anastomoses. 
They are, in a sense, end-arteries. The term, 
coronary artery, by usage, has come to mean 
almost exclusively the nutrient arterial chan- 
nels of the heart. The term ‘‘coronary’’ 
means crown-like or encircling. We still have- 
the term coronary ligament of the liver. 
When used in this sense, i. e., crown-like or 
encircling, it aptly applies to the circulation 
of the head and neck of the femur. A projec- 
tion of our knowledge of the varied pathologic 
processes of cardiac muscle to the structures 
of the femoral head leads to better under- 
standing of the pathology of the hip joint. 
The terms coxae malum senilis, arthrosis, 
aseptic necrosis, ete., are descriptive, but they 
fail to convey true concepts of the pathologic 
processes present in the femoral head. Such 
terms are descriptive of the terminal phases 
of a complex pathologic process, but they do 
not convey a concept of the sequence of pre- 
ceding pathologic events. 

As in the myocardial lesion, coronary dis- 
ease of the hip reflects defective circulation 
and inadequate nutrition of the cancellous 
bone of the femoral head and neck. The 
nutrient channels of the femoral head and 
neck are essentially end-arteries with limited 
anastomoses. Impairment of circulation, due 
to vascular obstruction from any cause, is fol- 
lowed by degenerative changes in either myo- 
cardium or bone, or in any other tissue. The 
degree of degeneration and the effectiveness 
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of repair depends upon the extent of the 
vascular impairment and establishment of an 
adequate collateral circulation. If new vessels 
develop to sufficient size and extent, repair 
will be more complete. Fortunately a margin 
of safety exists in both myocardium and 
bone, but this factor diminishes with age, the 
presence of general vascular disease and the 
limits of repair. 

In the head of the femur, degenerative bone 
changes lag considerably in their manifesta- 
tion, due to the very nature of the tissue in- 
volved. Degenerative changes of the femoral 
head, due to interrupted circulation from 
traumatic dislocation of the hip, may be de- 
layed weeks or even months, both clinically 
and roentgenologically. The same time lag 
is present in air embolism, thrombosis, frae- 
ture, infection of the hip joint or in any other 
vascular obstruction. In the presence of gen- 
eral vascular disease, the margin of safety 
diminishes and the probability of the com- 
pleteness of repair is less. Repair in bone is 
a slow process, so well and aptly described by 
Phemister as ‘‘creeping substitution.”’ 

The possibility of regaining normal fune- 
tion in the head of the femur, as in the heart, 
depends upon the completeness of repair. 
When the magnitude of the compression forces 
and torque, acting through the head of the 
femur, is taken into consideration, the impor- 
tance of complete healing is obvious. In a 
recent article Inman states that the torque 
at the hip in abduction in males is 10.00 +: 
.86 X body weight. In females it is 9.4+ 
._IT X body weight. He also states that the 
pressure on the femoral head when the pelvis 
is horizontal is 2.4-2.6 & the body weight. 
This is due to the action of the hip abductors 
countering the forces at the center of gravity 
which is medial to the hip joint. 

In its embryologic development, the head 
and neck of the femur protrude into the syno- 
via-lined capsular cuff of the hip joint. This 
cuff is shorter posteriorly than in its anterior 
aspect. The articular surface of the femoral 
head migrates anteriorly and posteriorly, in- 
corporating a portion of the capsule to form 
the ligamentum teres. Evidence of this is 
present in reptiles where the reflected liga- 
ment persists and in many humans where 
a distinct retinaculum is encountered. The 
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arterial supply of the femoral head and neck 
are found in the ligamentum teres, the folds 
of synovia encircling the femoral neck and 
in the nutrient channels of the cancellous 
bone. Some vessels penetrate the epiphyseal 
plate, others enter the capital epiphysis at 
its margins. With closure of the epiphysis 
more blood supply comes from the femoral 
neck proper. 

The trochanteric area of the femur is sup- 
plied by freely anastomosing arteries forming 
the cruciate anastomosis. The medial and 
lateral circumflex branches of the profunda 
connect with the inferior and superior gluteal 
arteries encircling the trochanteric area and 
capsule of the hip joint. Small perforating 
branches penetrate the capsule, lie in folds 
of synovia and enter the margin of the femoral 
head. These branches, to a degree, may be 
considered end-arteries, for their anastomoses 
are, at best, limited. The acetabulum and liga- 
mentum teres derive their arterial supply 
from the posterior branch of the obturator 
artery and the acetabular branch of the medial 
circumflex artery. Anastomoses between the 
ligamentum teres and the femoral neck are 
very limited but do exist in some specimens. 

Several years ago 8S. W. Chandler reported 
observations of the blood vessels of 114 liga- 
menta teres in subjects averaging 48 years 
of age. Four were relatively avascular. Eight 
showed many small vessels. In 16 the vessels 
were obliterated or sclerosed; 36 had vessels 
4-.2 mm. in diameter and 50 1.5—4 mm. in 
diameter. These variations of the patency of 
the vessels of the round ligament are impor- 
tant, for they indicate the limitations of pos- 
sible anastomoses in many hips. 

Venous channels parallel the arterial sup- 
ply and normally are adequate. The possi- 
bility of embarrassment of circulation through 
the vessels lving in the synovial folds of the 
femoral neck by increased joint pressure, 
caused by effusion, must be kept in mind. The 
patency of these vessels is diminished by pres- 
sure from without. This possibility was sug- 
gested by me in 1936. 

The clinical application of this ‘‘coronary 
disease’’ concept of hip joint pathology is 
wide. As the function of the head and neck 
of the femur is impaired by inadequate blood 
supply and the resulting lack of nutrition 
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and oxygenation, a series of degenerative 
changes ensue. These may be of the mildest 
degree or of major import, with correspond- 
ing loss of hip function. The femoral head 
loses its ability to resist the tremendous 
stresses of weight-bearing and muscle action 
and collapses in varying degrees. The loss 
of contour alone introduces an unending series 
of additional stresses, with further loss. of 
function and increasing pain. When the nutri- 
tive insult is severe, little repair follows and 
necrosis is complete. Should this insult be less 
in degree, repair occurs. This is a slow 
process and rarely advances to complete 
restoration of the bony contour of the femoral 
head. 

The objectives of therapy in ‘‘coronary 
disease of the hip’’ are the restoration of the 
functions of weight-bearing and of normal 
movement at this articulation. 

Reduction of the ‘‘load’’ by reduction in 
body weight and the use of crutches or trac- 
tion is indicated. General nutrition should 
be optimum. 

Attempts to improve the local circulatory 
deficiency should be considered. These consist 
of multiple drilling of the femoral neck to 
aid revascularization. This gives only a lim- 
ited promise of improvement. Implantation 
of adjacent muscle into the neck of the femur 
as an additional source of blood supply has 
been advocated by Walter Stuck of San 
Antonio, Texas. 

Alteration of the mechanics of the hip 
joint by osteotomy, reconstruction of the hip 
(Whitman) or cup arthroplasty, offer a means 
of preserving the function of motion. In 
selected cases, normal function may be 
attained, but too frequently the result falls 
short of what we might hope to accomplish. 

Sacrifice of the motion of the hip joint by 
some form of hip fusion operation is probably 
the best solution in unilateral cases. The best 
technic is the erasement of the hip joint 
combined with massive iliac grafts and in- 
ternal fixation. Bony fusion is dependent 
upon new bone formation across the joint 
line. Because of the very nature of the bone 
at this area, obstacles are encountered and 
fusion is difficult to accomplish. The hip is 
fixed in a position facilitating sitting as well 
as walking. Consderation of the flexibility 
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of the lumbar spine must not be overlooked. 
The many and varied operative approaches 
designed to alleviate the dysfunction of the 
hip joint which results from disturbances 
of nutrition, reflect the complexity of this 
problem. 
SUMMARY 

In many respects the sequence of degenera- 
tive pathologic changes following impairment 
of the circulation in the head and neck of 
the femur parallels similar processes encoun- 
tered in cardiac coronary disease. It is hoped 
that the concept of ‘‘coronary disease of the 
hip’’ will afford a better understanding of 
many of the pathologic processes encountered 
in the head and neck of the femur. 


SOMMAIRE 
Sous beaucoup de rapports, 1’évolution des 
changements pathologiques et dégénératifs qui 
surviennentdans la téte et le col du fémur 
ressemble aux changements semblables qu’on 
observe dans la maladie coronaire du coeur. 
Il est & espérer que la conception de ‘‘maladie 
coronaire de la hanche’’ nous aidera 4 mieux 
comprendre beaucoup des procédés patholo- 
giques de la téte et du col du fémur. 


SOMMARIO 

Sotto molti rispetti la successione delle 
lesioni degenerative causate da un ostocolo 
nella circolazione della testa e del collo del 
femore recorda quella che ricorre nella lesioni 
cardiache da ostacolata circolazione coronaria. 
L’A. si augura che il concetto di ‘‘malattia 
coronaria dell’ anca’’ permettera’ una mi- 
gliore comprensione di numerosi processi 
patologici che occorrono nella testa e nel collo 
del femore. 


RESUMEN 


En muchos respectos los cambios producidos 
por las degeneraciones patologicas resultantes 


‘de las afecciones circulatorias de la cabeza 


y cuello del femur se asemejan mucho a las 
producidas en las afecciones coronorias del 
corazon. Por esta razon el autor introduce 
el concepto de enfermedad coronaria de la 
region femoral favoreciendo asi la elucidacion 
de los procesos patologicos que afectan la 
circulacion de la cabeza y cuello del femur. 
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interest has been shown in the method 

of treating clubfeet originated by Mr. 
Denis Browne and now universally used in 
Great Britain. At the Children’s Hospital 
in Vancouver we started to use this method 
in 1939 and since have treated over 500 cases. 
These are the excuses for launching forthwith 
on the following discussion. 

For many years treatment has been directed 
against what were regarded as the triple de- 
formities of clubfeet—adductus of the fore- 
foot, varus of the hindfoot and equinus of the 
whole foot. 

We are all too familiar with plaster casts 
which were wedged and wedged, reapplied 
and wedged and wedged; the surgery of soft 
tissue which followed; the later surgery fre- 
quently undertaken to modify or undo the 
effects of surgery previously done; and finally, 
when the bones were sufficiently mature, the 
osseous campaign. Too often the end-results 
were stiff, partially deformed and undersized 
feet with underdeveloped legs, particularly 
noticeable in unilateral cases in contrast with 
the chubby normal one. I do not believe that 
a normal foot and leg has ever been secured 
anywhere, at any time, or by anyone, by the 
use of wedging casts or surgery or by any 
combination of wedging casts and surgery. 

The unsatisfactory results were due to a 
wrong conception of the etiology and of the 
deformity itself, leading to inadequate meth- 
ods of treatment. Many curious and unsup- 
ported theories of the etiology have been ad- 
vanced; for instance, that they are due to 
muscle imbalanece—when no type of actual or 
theoretical imbalance could produce this de- 
formity. Another school of thought believes 
that the deformity is due to gross lesions of 
the central nervous system, but no lesions have 
ever been demonstrated, and once the foot is 
corrected the muscles function normally and 
yield neither symptom nor sign of central 
nervous system deficiency. 

The logical theory is the oldest. It was pro- 
pounded by Hippocrates who stated that the 
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deformity of the feet was due to their molding 
by the wall of the uterus. This conception has 
been stoutly championed by Denis Browne, 
and his treatment based upon it has been in- 
comparably the most successful. The evidence 
is in its favor. The shape of tissues can be 
radically altered after birth by external pres- 
sure; for example, the tiny feet that Chinese 
ladies used to affect due to the tight bandaging 
of their feet in childhood. Similarly, pressure 
is capable of altering the shape of parts of the 
body before birth. The normal newborn child 
shows evidences of this pressure in the dimples 
or areas of compressed and adherent tissues 
over the knuckles and the outer surfaces of 
elbows and knees. Also we have all observed 
the caleaneovalgus position of the normal new- 
born’s feet, the backs of the feet having been 
forced upwards and outwards towards the 
outer side of the leg by the pressure of the 
wall of the uterus. It needs only light pres- 
sure on the sole of the newborn’s foot to cause 
the little toe to touch the outer side of the 
leg near the fibula. This position is auto- 
matically self-correcting as the child grows 
older, because the weak muscles which might 
maintain it are opposed by the most powerful 
muscle groups below the knee. 

If a child does not take the pressure on the 
soles of its feet, the only part of the foot on 
which the pressure can be taken, is on the 
outer side of the foot and some degree of club- 
foot will result. The movements of the child 
in utero make no difference to the relative 
position of the feet. There is not enough 
room as a rule for a child to move from the 
elubfoot position to caleaneovalgus. 

In this connection I have noted with pleas- 
ure, not unmixed with sorrow, that in obstetric — 
textbooks the sketches of infants in utero show 
the child’s feet invariably neatly folded in the 
position of clubfeet. All these children would 
have clubfeet. But photographs of frozen see- 
tions all show normal infants taking the pres- 
sure of the uterine wall on the soles of their 
feet. There is a magnificent specimen in the 
University College Hospital in London, in 
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which the anterior half of the uterus is re- 
placed by glass which clearly demonstrates 
this point. I would hesitate to suggest that 
the foregoing shows a curious limitation in 
the powers of observation in our obstetrical 
brethren. 

Now if the feet are twisted inwards, and 
this is the only other position they can assume 
if they are not in calcaneovalgus, so that the 


outer side of the foot and not the sole takes 
the pressure, a series of deformities results 
varying from slight to severe, but all corre- 
sponding to the curve of the uterine wall on 
their outer side. The foot as a whole is 
molded to this curve. The forefoot is turned 
inwards; the heel is turned inwards under 
the ankle ; and the foot is plantar flexed in the 
position of equinus due to the inclination of 
the various joints in the ankle region. Here 
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we have the middle range of the series of 
deformities known as ‘‘clubfeet,’’ which 
ranges from a simple inturning of the fore- 
foot through ‘‘talipes equinovarus,’’ a term 
which applies accurately only to the middle 
range of these deformities; in the most severe 
degree, the forefoot swings around until the 
big toe points straight upwards along the 
tibia. In bilateral cases it is interesting to 
note that the mutually deformed feet can be 
fitted together after birth in the same _ posi- 
tion that squeezing by the wall had molded 
them into before birth. 

The term ‘‘talipes equinovarus’’ is a poor 
one, because ‘‘talipes’’ means ‘‘heel-foot’’ or 
‘*ankle-foot,’’ a singularly pointless term, and 
‘‘equinus’’ and ‘‘varus’’ are secondary ele- 
ments in the deformity of those cases in which 
they are present. The important element is 


-the bending of the foot on its longitudinal 


axis. In the mild degrees of clubfeet there is 
neither equinus nor varus but simply inturn- 
ing of the forefoot, and in the most severe 
degrees the equinus is reversed, as in those 
eases where the big toes lie along the tibia. 
““Clubfeet’’ is an unpleasant term. I have 
tried to think of a better term than either 
of these two, one of which is inaccurate, 
the other insulting. The best I can do is 
‘‘econgenital twisted foot’’ or ‘‘pes tortus 
congenitalis.”’ 
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When we started to use the splints, Browne 
had written a number of graceful articles, 
full of literary and historic allusions, with 
many a Latin quotation, many a reference to 
the abstrusities of physiology, but only indi- 


cating obliquely the use of the splints. His 
articles are a little difficult to follow. I am 
afraid that he expects the erudition of his 
readers to equal his own. However; deliberate 
and painstaking excursions through Browne’s 
articles finally vielded a reasonable knowledge 
of his technic, which has been clarified by 
experience and further excursions. 

In the treatment it is necessary to concen- 
trate on the most important element of the 
deformity, which is the curving inwards of 
the longitudinal axis of the foot. The most 
important part of this curving is in that por- 
tion of the foot lying in front of the ankle. 
If this part of the deformity is corrected, 
all else shall be added unto the foot; i. e., the 
secondary elements of equinus and varus are 
automatically corrected, if they are present. 
The converse does not hold. It is only too 
easy to correct the equinus and varus without 
correcting the fundamental deformity. This 
was the common end-result in plaster treat- 
ment, and if the child were observed sitting 
with the legs hanging free, it would be noticed 
that there was little varus or equinus, but 
that the feet were curved inwards to varying 
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degrees. The normal infant in the same posi- 
tion holds its feet turned outward 10-20 de- 
grees. This position, the feet held free and 
turned out 10-20 degrees, is the aim of treat- 
ment and the criterion of correction. One 
cannot adequately judge the feet in the stand- 
ing position, for they can be arranged acci- 


dentally or possibly intentionally to give a 
false impression. 

Driving the forefoot around outwards, in 
the reverse direction to the curve that it fol- 
lowed in attaining its deformed position, must 
then be the aim in treating the deformity of 
structure. 

But there is not only structure to consider 
in a disability of this sort; there is also func- 
tion. The most important interference with 
function comes from the lack of muscle bal- 
ance previously mentioned, the powerful. 
muscles favored. and the weak muscles 
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stretched. To correct a disturbance of this 
sort it is not enough to correct the deformity 
that has caused it; the muscles must be made 
to work against each other in the corrected 
position. Holding the limb motionless in 
plaster has no effect in equalizing muscle tone 
once it has been upset. 

The Browne splint fulfills these conditions 
by allowing and stimulating the child to kick 
vigorously in the splint, thus working its own 
» feet into shape. We apply the splints at the 
earliest possible moment. As ‘‘early as pos- 
sible’’ is important, because even a few weeks 
makes a great difference in the ease of accom- 
plishing full correction. If this principle of 
the earliest possible application were carried 
to its ideal and logical conclusion, one should, 
in a breech birth, apply the splints before the 
delivery of the after-coming head! 

The splints are applied as early as possible, 
about 10 days of age is most practical, as the 
infant has adjusted itself to its new environ- 
ment and can be weaned by that time. The feet 
are painted with tincture of benzoin compound 
and strapped separately to the foot pieces 
with adhesive tape. Then the foot pieces are 
attached to the cross-bar without any delib- 
erate attempt at correction and in the neutral 
position. The child is allowed to kick in the 
splints for four or five days, and during the 
next two weeks, more or less, the feet are 
gradually externally rotated to 90 degrees. 
After this position has been maintained for a 
few days, the feet are manipulated without 
anesthetic, using both hands, one supporting 
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the tibia, the other pushing the sole of the 
foot upwards and outwards. The manipula- 
tion may conveniently be completed by using 
one hand, squeezing the foot and leg together 
until the little toe touches the leg. Following 
this, the splints are not applied for two days, 
as there is usually a little swelling of the foot. 

The adhesive is maintained for about three 
months, day and night. The feet should not 
be washed. Let the debris and tincture of 
benzoin accumulate and you will have little 
trouble with the skin. Change the adhesive, 


carefully and delicately, daily at first if neces- 
sary, as soon as the heel begins to slip out 
of the adhesive. Gently correct the position 
of the foot before reapplying the adhesive. A 
general rule is three changes a week for two 
weeks, twice a week for the next month and 
once a week for two months. Usually the feet 
are stable in the completely corrected position 
in two to three months; then boot splints are 
applied day and night until the child is 
ready to walk. The splints are removed 
daily, of course, to bathe the child, at which 
time the manipulation is done. Finally 
the boot splints are applied only during 
sleeping periods for a further period of 
a year. <As soon as the child is walking, 
4 in. outside tilts on the soles of heelless 


(Continued on page 61) 
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Partial Gastrectomy in Treatment of Perforated 
Gastric and Duodenal Ulcers 


ANTONIO BOBBIO, M.D., F.1.C.S.* 
TURIN, ITALY 


(1944), Percival Bailey takes the follow- 

ing position in regard to the use of partial 
gastrectomy as an emergency procedure for 
treatment of perforated gastric and duodenal 
ulcers : 


[ his recent book ‘‘Emergency Surgery’’ 


B. Partial Gastrectomy for perforated peptic 
ulcer is practised by some Continental sur- 
geons, who can produce statistics which make 
my mortality figures appear stupendous. It 
is my endeavour to keep an open mind on 
methods I have not tried; on this oceasion 
I feel justified in condemning this practice 
whole-heartedly. I could bring many argu- 
ments to justify this attitude, but this is not 
the place to do so. Let it suffice that not a 
few patients remain perfectly well after sim- 
ple suture; that partial gastrectomy, even in 
the most expert hands, is an operation 
bristling with incidental complications, many 
of which can be forestalled by proper pre- 
operative treatment; that if a patient is well 
enough to undergo a formidable surgical pro- 
cedure, how ean he possibly fail to respond 
to closure of the perforation and await 
reasonable necessity for further surgical 
measures. 


In the book by Spivak, ‘‘The Surgical Tech- 
nique of Abdominal Operations’’ (1947), the 
use of partial gastrectomy in treatment of per- 
forated peptic ulcers is considered in a some- 


what more benevolent manner. The author 
however does not seem to speak from personal 
experience, but rather to base his discussion 
on the results published by the ‘‘continental’’ 
surgeons, in particular Yudine and Haberer. 

Recently I have had the opportunity of re- 
viewing the latest American and British liter- 
ature on this subject, and it is my impression 
that the absolute majority of the Anglo-Saxon 
surgeons are in agreement with the opinions 
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of the two authors above quoted. <A detailed 
analysis of all the papers written on this sub- 
ject would therefore appear superfluous. I 
shall only mention an article by Bisgard 
(1945) in which the following criteria are 
listed for the choice of partial gastrectomy 
in emergency gastric surgery : 


1. Perforated gastric carcinoma, with de- 
limited resectable lesions. 
Perforated peptic ulcers associated with 
recent or simultaneous gross hemorrhage. 
Perforated peptic ulcers associated with 
fixed pyloric obstruction. 
Recurring perforations. 
Perforations with insignificant soiling. 
Very early perforations, occurring in 
the very young. 


In the British and American statistics, the 
mortality figures for the palliative operations 
vary. between 10 and 20 per cent. This is in 
spite of all the advances in suture technic, 
of the abandonment of associated gastro- 
jejunostomy which is recognized to be at 
least useless if not harmful, of the use of 
modified, less traumatizing laparotomy inci- 
sions, and the most modern pre- and post- 
operative care. 

In addition, one should not forget that in 
about 50 per cent of the cases of perforated 
gastric and duodenal ulcers treated with pal- 
liative surgery, the symptoms created by the 
persistence of the ulcer will not disappear. 
In these patients, more surgery and therefore 
more surgical risks are often necessary. 

It would seem that similar results follow- 
ing palliative surgery cannot possibly be con- 
sidered satisfactory by the surgeons of the 
Anglo-Saxon countries. This is even empha- 
sized by the fact. that Italian surgeons, in 
spite of the decidedly unfavorable cireum- 
stances of these recent years, are now able 
to publish results showing a lower mortality 
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rate and a higher number of cures following 
the use of partial gastrectomy. 

It is well known that the first partial 
gastrectomy for perforated ulcer was reported 
in 1919 by Haberer. Since that time, this 
procedure became popular among German 
surgeons because of the superior efficacy of 
gastric resection in the treatment of uncom- 
plicated peptic ulcers. American surgeons 
are certainly familiar with this trend in the 
German clinics, principally through a sta- 
tistical survey in a paper published in 
America by Graves. This author in 1933 
analyzed 4,402 cases of gastric and duodenal 
perforations from the most important Aus- 
trian and German medical centers. Among 
these there were 775 cases treated by partial 
gastrectomy, with a total mortality of 18.2 
per cent. At that time this figure was con- 
sidered low when compared with the 6-14 per 
cent mortality then commonly following gas- 
tric resection for uncomplicated peptic ulcers. 
In fact, this was attributed to the selection of 
cases for partial gastrectomy and to the 
recognized skill of the German surgeons. 

This should not lead one to the conclusion 
that in Europe the use of partial gastrectomy 
in treatment of perforated ulcers was accepted 
without opposition. Since 1919, the pendulum 
has repeatedly swung back and forth between 
simple suture and gastric resection. 

As for the French surgeons, the problem 
of use of a radical operation in treatment of 
perforated peptic ulcers was probably first 
raised by Broeq. This author in 1936 pre- 
sented at the Académie de Chirurgie of Paris, 
a paper by two Greek surgeons, Carayanno- 
poulos and Christeas, who reported 18 cases 
of gastrie perforations, in which 13 partial 
gastrectomies were performed without a single 
death. Broeq accompanied this paper with 
a careful statistical analysis of 1,220 partial 
gastrectomies in cases of gastric or duodenal 
ulcers perforated in the free peritoneal cavity, 
which he had collected from the medical liter- 
ature. These cases were then compared with 
747 other, clinically similar, cases coilected 
from the French literature, in which only 
palliative surgery was used. Among the 1,220 
partial gastrectomies there were 176 deaths, 
(14.4 per cent). Of these, 43 deaths occurred 
among 423 patients operated upon during the 
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first 12 hours following perforation (10.1 per 
cent) ; the other 133 deaths represented 38.6 
per cent of the 797 patients operated on more 
than 12 hours after perforation. On the 
other hand, among the 747 patients treated 
by palliative surgery, there were 191 deaths, 
of which 14 per cent had been operated upon 
during the first 12 hours, and 54.3 per cent 
came to operation somewhat later. 

Taking into account the age of the patients, 
following gastric resection the mortality was 
15 per cent below 45 years, and 25 per cent 
above this age, while in cases treated by pal- 
liative surgery the mortality was, respectively, 
20 per cent and 43 per cent. Broceq’s survey 
leads to the conclusion that under proper con- 
ditions about 60 per cent of all cases of per- 
forated peptic ulcers can be treated by partial 
gastrectomy, and that the risks involved are 
not greater than those to be expected follow- 
ing more conservative surgery. 

Furthermore, it must not be forgotten that 
gastric resection protects the patient from 
certain complications of palliative surgery, 
such as hemorrhages, recurrent perforations 
and malignant degeneration of the ulcers. 
Prognosis of patients who had only palliative 
surgery is not always good: 50-60 ‘per cent 
continue to suffer from persistent or recur- 
rent ulcers, and a good number of them 
must eventually undergo a radical operation. 
It is because of this that Broeq concluded 
that partial gastrectomy is indicated in treat- 
ment of perforated gastric and duodenal 
uleers, when certain favorable conditions 
exist (i.e., good general condition of the 
patient, little peritoneal spillage, topography 
of the ulcer, good anesthesia, technical skill 
of the surgeon). However, notwithstanding 
the favorable conclusions reached by Broeq, 
there apparently were only few French sur- 
geons who decided to resort to gastric resec- 
tion for emergency treatment of perforated 
ulcers. Mialaret, in 1944, reported on a series 
of 75 partial gastrectomies with 9.3 per cent 
mortality, while Lenormant in 1942 published 
a series of 174 cases of perforated peptic 
ulcers, all treated by palliative surgery, with 
24 per cent mortality, and with 13 out of 42 
follow-up cases in which further surgery was 
necessary. A Belgian series of perforated 
peptic ulcers published by Samain in 1946 
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reports 23 partial gastrectomies without 
deaths. 

The Scandinavian surgeons follow exactly 
the trend of Anglo-Saxon surgery. They 
apparently practice almost exclusively simple 
suture of the perforation, and their mortality 
figures are quite low: Troell 3.9 per cent; 
Hellstrom 8 per cent; Brun and Landelius 
15.4 per cent. 

In Italy, the first gastric resection for per- 
forated ulcer was successfully performed in 
1922 by Gandusio in Trieste. Since then, the 
reported cases have multiplied, although not 
without frequent disagreement. In Rome, 
under the influence of Alessandri, partial gas- 
trectomy was for the first time applied on a 
large scale. The surgical group of Turin soon 
followed this trend, following the teaching of 
Donati and Uffreduzzi. It is well to know 
that since 1937 all Italian surgeons have 
adopted the use of gastric resection in treat- 
ment of the uncomplicated gastric and duo- 
denal ulcers, to the extent that the operation 
is performed on 70-90 per cent of all ulcer 
patients who undergo surgery. The mortality 
following gastric resection in these uncompli- 
cated cases is low. It extends from a mini- 
mum of 2 per cent to a maximum of 5-6 per 
cent. All the above makes it easy to under- 
stand the generally favorable acceptance of 
the use of partial gastrectomy, and also in 
treatment of perforated ulcers. In the hands 
of different surgeons, the mortality rates fol- 
lowing gastric resection for perforated ulcers 
vary, as shown in the list below: 


Cianearelli 
Pototschsig (1935) 
Stipa (1937) 
Peracchia (1938) 
Margottini (1938) 
Benedetti-Valentini (1938) 


However, the total mortality rate including 
both radical and palliative surgery varies in 
the hands of the same surgeons, from 7.6 per 
cent (Ciancarelli) to 17 per cent (Benedetti- 
Valentini) and 18.3 per cent (Stipa). These 
figures come close to the average mortality 
rates reported in the statistics of surgeons 


using palliative surgery alone. The two 
largest series published in Italy to date in- 
clude 817 cases of perforated gastric and 
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duodenal ulcers operated on in the emergency 
wards of the Ospedale Maggiore of Milan. 
They have been reported respectively by Della 
Mano (406 cases) and Caminiti (411 cases). 
Of them, 95 were treated by gastric resection 
with a mortality rate of 30 per cent. 

By far the most important and most con- 
vincing series of cases of perforated gastric 
and duodenal ulcers, speaking in favor of 
gastric resection as treatment of choice, is that 
of the Russian surgeon Yudine. Already in 
1939 he reported on a personal series of 937 
partial gastrectomies, with a total mortality 
of 8.9 per cent, as compared with 435 pallia- 
tive operations followed by a mortality of 
31.7 per cent. This is certainly the largest 
series to come out of a single institution, and 
as a result of the work of a single surgeon. 
There is no doubt that the efficient and highly 
specialized organization of Yudine’s depart- 
ment is to be counted among the paramount 
factors that made these excellent results 
possible. 

It is the aim of this report to prove that 
even in surgical institutions in which such 
a high degree of specialized organization does 
not exist, it is possible to achieve results simi- 
lar in quality, if not in quantity, to those 
published by Yudine. 

In the Surgical Department of the Uni- 
versity of Turin, Medical School, under the 
directorship of Uffreduzzi and later of Dogli- 
otti, the treatment of peptic ulcers has for 
several years been directed toward partial gas- 
trectomy. Our immediate and distant results 


5% mortality 
15% 


have been excellent. In our clinic, the same 
trend has guided us also in the treatment of 
perforated peptic ulcers since 1939; that is 
since our staff started having an active part 
in the emergency service of the Ospedale San 
Giovanni of Turin. 

Now that the disastrous war years are over, 
and our clinic is in the process of reorganiza- 
tion, we have decided to re-examine the results 
of our past work, in order either to confirm 
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or modify the therapeutic trends that we had 
been following in the past years. The results 
of the present analysis of the cases of our 
series were first presented by me in collabora- 
tion with P. G. Calvi and G. Psacharopulo, 
at a meeting of the Societa Piemontese di 
Chirurgia. On this occasion, other surgeons, 
chiefs of other surgical services in our same 
hospital, contributed with a discussion of their 
own series (see Table 1).* Out of the 211 
eases of Table 1, there were 203 males and 
8 females; the ages of 145 of these ranged 
between 30 and 50 years. 
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bility of elective surgery. Better education 
of the public and better understanding by 
the general practitioner of the diagnostic and 
therapeutic problems of the acute abdomen, 
are essential in this respect. From the point 
of view of diagnosis, little can be said here 
that is not already known. 

A cirrhotic patient with tremendous ascites 
was admitted 30 hours after perforation of a 
pyloric ulcer. Upon admission, there already 
were signs of generalized peritonitis, and of 
circulatory insufficiency. In this case, the 
rapid spreading of the peritonitis was cer- 


Totalno. No.of % _ Gastric 
Date ofcases Deaths 


Resections Deaths 


Suture & 


No.of % Simple No.of % — Gastro- No.of % 


Suture Deaths jejunostomy Deaths 


Surgical Depart- 
ment of the 1939 


University of 52 4 7.69 29 0 0 5 3 60 18 1 5.5 
Turin 1947 
Dogliotti-Bobbio 
Surgical Divi- 
sion A 1936 
Bertocchi 87 9 10.3 51 4 7.8 8 2 25 28 3 10.7 


1947 


Surgical Divi- 
936 


sion B 
Milone-Virando 72 12 16.6 56 
1947 


4 %71 12 6 50 4 2 650 


Total 


From this point on, any further discussion 
will refer solely to the 52 cases from the Sur- 
gical Department of our Medical School. In 
regard to the topography of the perforations, 
there were 26 duodenal ulcers, 16 pyloric 
ulcers and 10 gastric ulcers, most of which 
were on the lesser curvature. One perforated 
ulcer of the greater curvature was observed, 
located in the upper one third. (Besides 
these 52 cases of benign peptic ulcers, we had 
one case of perforated carcinoma of the py- 
lorie antrum, which was treated successfully 
by gastric resection. This case was reported 
separately in greater detail by Psacharopulo. ) 

Table 2 is set up to show the importance 
of the time element in the choice of method of 
surgical treatment and in postoperative mor- 
tality. This table emphasizes that early oper- 
ation is the most important single factor for 
improvement in prognosis and for applica- 


* The Ospedale Maggiore di San Giovanni in Turin is 
a large modern city hospital, including several medical 
and surgical divisions, divisions of the various special- 
ties, and departments staffed by members of the Faculty 
of Medicine of the University of Turin. 


tainly favored by the presence of the ascitic 
fluid. 

In all our cases of perforation into the free 
peritoneal cavity, the typical sharp stabbing 
pain, with sudden onset, was always present, 
both in patients without previous gastric 
symptoms, and in individuals who for years 
had been recognized as ulcer patients. In 
our experience, the absence of the sudden, 
sharp stabbing pain occurs only in walled-off 
perforations. 

Another constant symptom in our eases, 
and one essential for diagnosis of a perforated 
viscus, is muscular rigidity of the epigastric 
region. Its absence should suggest a reason- 
able doubt of the existence of a perforation. 

As a rule, we try to determine the presence 
of gas in the hepatic region by percussion. 
This was seldom demonstrated in our eases, 
most of which were early perforations. In 
some cases, flat x-ray plates of the abdomen 
were of considerable help in the effort to de- 
termine the presence of free gas in the peri- 
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toneal cavity. However, our diagnosis and 
respective decision to intervene surgically 
were in general based on clinical symptoms 
and physical examination. In some cases, 
laparotomy showed walled-off perforations, or 
ulcers threatening perforation but not yet 
actually perforated. These cases are not in- 
cluded in the present study. 

In most patients, there were some signs of 
circulatory collapse, such as rapid pulse, low 
blood pressure, dyspnea, pallor, diffuse per- 
spiration, subnormal temperature. It is well 
to remember that the presence of fever, espe- 
cially in early stages, should direct the atten- 
tion of the surgeon to the possibility of other 
acute abdominal diseases such as acute appen- 


TABLE 2 
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to be used in the individual case, all these 
factors must be evaluated by the surgeon. 

The final decision however can be made 
only at the operating table after the abdomen 
has been open, on the basis of the topography 
of the perforation, the amount of spillage of 
gastric contents, the quality and quantity of 
the exudate, the inflammatory hyperemia of 
the serosa, etc. 

Even in cases in which the general condi- 
tion is only fair, certain findings should sug- 
gest radical rather than palliative surgery. 
These findings are, for instance, multiple 
perforations, rare association of perforation 
and massive hemorrhage, and possibility of 
malignancy. 


Hours Since Total no. 


Perforation of Cases Cured Dead Total No. Dead 


Suture & 
Gastric Resection Simple Suture Gastrojejunostomy 
‘Total No. Dead “Total No. Dead 


1-3 


4-6 


7-12 11 a2 


13-24 15 14 


; Over 24 


Total 


dicitis or cholecystitis, rather than of per- 
forated peptic ulcer. A marked circulatory 
insufficiency before operation was never 
observed in our cases. 

The general conditions of the patients are 
not necessarily in direct relationship with the 
time elapsing since perforation. This is ob- 
vious, if one considers the various possibilities, 
such as small perforations with minimum 
spillage of gastric content, compared with 
larger perforations; perforations in young 
and healthy individuals and perforations in 
patients weakened by months or years of 
gastric disease; perforations occurring after 
copious meals or on empty stomachs; perfora- 
tions in patients with hyperacidity or with 
hypoacidity, and associated low or high bac- 
terial content of the gastric juices. 

It is therefore evident that the general 
condition of the patients depends on a number 
of factors, among which the time element is 
not necessarily the most important. Before 
deciding on the type of surgical treatment 


Conversely, resection may be contraindi- 
cated even if the general condition of the 


patient is favorable. Such instanees are: a ° 


very high or low ulcer; extensive inflamma- 
tory masses surrounding the perforated region 
with matting to neighboring viscera; marked 
obesity ; ete. 

In our series, no deaths were observed fol- 
lowing partial gastrectomy (29 cases, see 
Tables 1 and 2). In most patients, the post- 
operative course was uncomplicated. How- 
ever, we had two duodenal fistulas due to the 
reopening of the duodenal stump; both healed 
in about 10 days, one spontaneously, the other 
following treatment with insulin. In all cases, 
the resections were of the Polya type; in only 
one case, an antecolic gastrojejunostomy was 
performed because of a short mesocolon; in 
all other cases, the gastrojejunostomy was 
retrocolic. In most eases, a small rubber drain 
was placed against the duodenal stump, to be 
removed on the sixth day. Later, however, 
our experience suggested that drainage is not 
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necessary, especially if a satisfactory closure 
of the duodenal stump has been achieved. For 
this reason, no drainage was used in some of 
the more recent cases. 

We have often used sulfa drugs, dusted 
locally into the peritoneal cavity. In our last 
three cases, penicillin therapy was started 
immediately after operation. 

As for the cases treated with palliative sur- 
gery, simple suture of the perforation was 
used in five cases: four of these were gastric 
uleers situated very high in the lesser curva- 
ture, for which a difficult subtotal resection 
would have been the alternative; the fifth 
case was a cirrhotic patient. Four were ad- 
mitted between the 13th and the 24th hour 
following perforation. Two of these died. 
This shows that simple suture was used only 
in late eases or in cases in which gastrectomy 
was otherwise contraindicated for technical 
reasons. The perforations were closed with 
sutures and then buried with several layers 
of seromuscular stitches, which in turn were 
covered with portions of the greater omentum. 
In one of the cases which recovered, the per- 
foration on the greater curvature had very 
friable margins which did not allow the usual 
closure with sutures. In this ease a flap of 
omentum was packed into the perforation and 
sutured to the serosa of the surrounding 
gastrie wall. 

Of the three patients who recovered follow- 
ing simple suture of the perforation, two were 
followed for a considerable period. One of 
the two is alive and well three vears after 
the operation. The other (in whom the per- 
foration was situated high in the lesser curva- 
ture) continued to complain of pain and 
gastrie distress, for which about 10 months 
following the first operation he underwent a 
partial gastrectomy because of recurrence of 
the uleer which was found to have penetrated 
into the pancreas. The ulcer was removed 
with the resected portion of the stomach. 
However, after only a few months of sub- 
jective relief, the patient was re-admitted 
with symptoms of neoplastic involvement of 
the remaining stomach, including the gastro- 
jejunostomy, of which he died in a short time. 


The exact primary focus of the malignancy . 


was not determined. 
Suture of the ulcer associated with gastro- 
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jejunostomy was used in 18 patients, 7 of 
which were operated on during the first 12 
hours, 9 between the 12th and 24th hour and 2 
after the 24th hour. Only the last two died, 
all others recovered (see Table 2). Of 18 
perforated ulcers, 16 were duodenal ulcers, 
and in these gastrojejunostomy was made 
necessary by the stenosis of the duodenum 
caused by the numerous layers of inverting 
suture. The other two were ulcers of the 
pyloric antrum. In some of these cases, an 
excision of the fibrosed margin of the ulcer 
was made before suturing it. The gastro- 
jejunostomy was made as usual, bringing a 
short jejunal loop through the transverse 
mesocolon. Only in one of the less recent 
cases, a Murphy button was used successfully, 
and the patient recovered. 

In the last two years, it has been our tend- 
ency to use partial gastrectomy also in those 
cases which previously we would have treated 
by suture of the ulcer plus gastro-enterostomy. 
In fact, it is now our belief that the latter 
method does not differ from the former as to 
immediate gravity or to the time necessary 
to perform the operation, without presenting 
the same advantages. 

In the most serious cases, we favor the use 
of simple suture of the perforated ulcer, with- 
out accompanying gastro-enterostomy. 

Because of the shifts in population, caused 
by the war, it has been difficult to obtain in- 
formation on many of the older patients oper- 
ated on by this palliative method. Those 
operated on more recently are at present in 
good condition, with the aid of careful diet. 

However, study of the various published 
statistics shows a high incidence of recurrence 
following suture of the perforated ulcer, plus 
gastro-enterostomy. Among the most serious 
complications is perforation into the free peri- 
toneal cavity of a marginal or jejunal ulcer. 
All experienced surgeons are familiar with 
the seriousness of this condition, and with the 
technical difficulties involved in its surgical 
treatment. In all our eases treated by suture 
of the ulcer and gastro-enterostomy, we left 
a rubber drain at the site of perforation. 
However, we never drained regions that were 
not in the immediate vicinity of the perfora- 
tion, nor any of the peritoneal recesses. 

The peritoneal fluid was in general removed 
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by simple suction, with the least possible 
handling of the tissues, and without use of 
any irrigation of the peritoneal cavity. We 
agree on the tremendous importance of hav- 
ing good anesthesia to achieve the best opera- 
tive results. We have used general anesthesia 
with ether; local anesthesia either alone or 
supplemented by general ether anesthesia 
toward the end of the procedure to facilitate 
the closure of the abdomen; spinal anesthesia ; 
and the peridural anesthesia of Dogliotti. In 
one case, we felt that the use of spinal anes- 
thesia contributed to the onset of circulatory 
insufficiency, of which the patient died shortly 
after operation. In general, we prefer either 
local or peridural anesthesia, if necessary 
combined with small amounts of ether toward 
the end of operation. 

What has been said in the preceding para- 
graph-must be evaluated in the light of the 
knowledge that the use of anesthetic gases 
is not yet widely known in Italy, where anes- 
thesia has not yet reached the dignity of an 
independent specialty. 

Most preoperative preparation was limited 
to administration of preanesthetic medica- 
tion, in general 10-20 mg. morphine. A few 
eases received blood transfusion before opera- 
tion. Most patients were given blood trans- 
fusions and, in the recent cases, plasma 
transfusions immediately after operation. 
Postoperative treatment did not differ other- 
wise from what is routinely done following 
operation on the gastro-intestinal tract, and 
the postoperative course in most cases was 
surprisingly smooth. 


CONCLUSIONS 


We report a series of 52 perforated gastric 
and duodenal ulcers, treated surgically. 
Twenty-nine of these patients who repre- 
sented a first choice because of favorable 
conditions of time, general health and topog- 
raphy of the ulcer, were treated by partial 
gastrectomy without a single death. Eighteen 
patients were treated by suture of the per- 
foration and gastrojejunostomy ; in this group 
there were two deaths, both in patients oper- 
ated on more than 24 hours following perfora- 
tion. Probably with the experience we have 
now, we would do subtotal gastric resections 
on at least half of the patients in this second 
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group. <A third group of five patients was 
treated with simple suture of the perforation. 
Two of the five died. This group represented 
the poorest risk, and we feel that in this 
respect we were fortunate to have saved 
three-fifths of them. 

Our series of 52 cases included good and 

bad risks; we feel therefore that our total 
mortality of 7.69 per cent has to be considered 
a good result, comparable with the best mod- 
ern statistics. 
. The causes of death in our cases were one 
circulatory insufficiency immediately follow- 
ing operation, in a patient under spinal anes- 
thesia operated on by simple suture about 
18 hours after perforation; one broncho- 
pneumonia, six days following suture plus 
gastro-enterostomy performed 40 hours after 
perforation ; two cases with diffuse peritonitis 
already at time of operation, performed, re- 
spectively, 30 and 50 hours after perforation. 
(In this epoch no penicillin was available in 
Italy.) Our results have further convinced 
us that, in the hands of trained surgeons, 
partial gastrectomy must be the method of 
choice in treatment of perforated gastric and 
duodenal ulcers. 

Gastric resection has the following advan- 
tages: 


(a) It removes the uleer. 

(b).It exposes’ all peritoneal recesses ad- 
jacent to the stomach, recesses where gastric 
contents and peritoneal exudate usually are 
collected, allowing a good cleaning of the 
peritoneum. 

(ec) It offers the maximum safeguard for 
the future of the patient, because it is fol- 
lowed by the greatest number of cures. 


I would like to suggest here that the results 
reported by the other two surgical services of 
our hospital, directed by Bertoechi and Milone, 
have been no less favorable (see Table 1). 


SUMMARY 

The author reports on a series of 52 cases 
of perforated gastric and duodenal ulcers 
treated in the Surgical Department of the 
University of Turin Medical School. In 29, 
subtotal gastrectomy was performed, without 
a single death. The other 23 were treated 
either by simple suture of the perforation, or 
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by suture and gastrojejunostomy with four 
deaths. 

Reference is also made to two other series 
of perforated gastric and duodenal ulcers, 
observed during the same time in two other 
surgical services of the same hospital. These 
series include, respectively, 87 cases (of which 
51 were treated by gastric resection with 
7.8 per cent mortality), and 72 eases (of 
which 56 were treated by gastric resection 
with 7.1% mortality). The combined figures 
include therefore 211 cases of perforated 
gastric and duodenal ulcers, of which 136 
were treated by gastric resection as an emer- 
gency procedure. The total mortality in the 
211 cases was 10.8 per cent. The mortality 
in the group of 136 gastric resections was 5.8 
per cent. 

RIASSUNTO 

Viene presentata una serie di 52 casi con- 
secutivi di perforazione di ulcera gastro- 
duodenale osservati nella Clinica Chirurgica 
dell’Universita di Torino. Di essi 29 furono 
trattati con la resezione gastrica senza mor- 
talita. Gli altri 23 furono trattati con metodi 
palliativi (sutura dell’ulcera associata o no 
alla gastro-entero-anastomosi) con 4 decessi. 
Questi risultati vengono confrontati con due 
altre serie di perforati gastro-duodenali, trat- 
tati in analoghe condizioni ambientali e nello 
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stesso periodo; rispettivamente 87 casi (51 
trattati con gastrectomia—mortalita 7.8%) e 
72 casi (56 gastrectomizzati—mortalita 7.1%). 

Si tratta pertanto di 136 gastrectomizzati 
su di un complesso di 211 casi di perforazioni 
gastro-duodenali con una mortalita del 5.8%. 
La mortalita complessiva dei 211 casi é stata 
del 10.8%. 
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Treatment of Inveterate Cystitis* 


RAYMOND DARGET, M.D., F.I.C.S.** 
BORDEAUX, FRANCE 


NE of the worst conditions that a 
C) patient may ever endure consists of 

inveterate, acute cystitis, which resists 
all medical therapy. Such cystitis, in most 
cases, is caused by tuberculosis, and the acute- 
ness of symptoms can be so severe that the 
repereussion upon the general condition is 
tremendous, and the evolution of the illness 
is therefore favored. The poor food supply 
in France during the last years has occa- 
sioned a great increase of these cases, and 
has obliged us to undertake a special fight 
against them. 

Sometimes coli can cause acute cystitis or 
there may be an inveterate cystitis with pyuria 
without bacteria. In either of these it may be 
impossible to identify Koch’s bacillus. Among 
these last cases some are certainly caused by 
tuberculosis and remain refractory to all 
treatment ; others, however, completely similar 
in appearance, may be cured by intensive 
treatment with sulfonamides, either alone or 
in combination with penicillin. i 

In the final instance, after we have vainly 
tried all types of medical treatment to relieve 
exhausted patients who pass water painfully 
every 10-15 minutes during the entire day, 
we must rely on surgical procedures. Among 
the possibilities offered by surgery, some 
methods are not new. These are cutaneous 
ureterostomy, and intestinal transplantation, 
in which American surgery particularly has 
realized so much progress. I do not intend 
to discuss the advantages or inconveniences of 
these two methods, but I wish to speak of two 
methods which are now in vogue in France. 
These are (1) the infiltration of the nervae 
erigentes with a novocaine solution by a 
process personally developed, and (2) the 
denervation of the bladder. 

The latter procedure consists of the bilateral 
section of the nervae erigentes, very deep in 

* Read before the Twelfth National Assembly, United 
States Chapter, College of Surgeons, Chi- 
cago, Sept. 29-Oct. 4, 194 


** Professor of Urology, "Faculty of Medicine, Univer- 
sity of Bordeaux. 


the pelvis, followed by section of the hypo- 
gastric nerves on each side, as far as possible, 
where they join the hypogastric plexus. This 
operation was conceived by Richer of Lyons. 
I have worked out a practical technic for it. 


TECHNIC 


Under general anesthesia, the patient being 
placed in Trendelenburg position, an extensive 
suprapubic incision is performed to permit search 
for the nervae erigentes through an extraperi- 
toneal access. With the help of a very large 
special valve, which is indispensable, a long 
clamp holding a pad of gauze divides the cellular 
tissue while long scissors cut fibers here and 
there. The deepest portion of the pelvis is 
reached quickly and rather easily, with no bleed- 
ing. The nervae erigentes, coming from the an- 
terior branches of the second, third and fourth 
sacral nerves, form a thick bunch nearly 1 em. 
wide, which lies against the pelvie wall, hidden 
by a sheet of fibrous tissue. This tissue is sepa- 
rated and the nerves are located. Long curved 
scissors are pushed behind them, and the nerves 
are cut between two ligatures with a flaxen thread. 
To prevent any bleeding, a temporary and slight 
packing is left in. The operation is then repeated 
on the opposite side. This is the difficult and 
most important part of the operation. 

For the attack on the presacral nerve, which 
must be cut as well as the hypogastrie nerves, 
the peritoneum must be opened. The intestines 
are pushed back, and the posterior layer of the 
peritoneum over the promontory is incised. The 
presacral nerve is then isolated. The two hypo- 
gastric nerves are clearly visible and are followed 
down as far as possible, to be cut between two 
ligatures where they join the hypogastric plexus. 
The presacral nerve is also cut. The peritoneum 
is closed. The packing in the region of the nervae 
erigentes is removed on each side. Sulfonamides 
and penicillin are injected locally, a drain is 
placed deeply in each side and the abdominal 
wound is sutured. 


The operation is harmless, usually lasts less 
than one hour and gives the patient the best 
chance for relief. Successful results have 
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been obtained in 70 per cent of cases. These 
results have often been striking; my oldest 
patient, operated on 10 years ago, has re- 
mained in excellent health. Unfortunately, 
some patients will not consent to the opera- 
tion, or their condition is so poor that they 
are not acceptable as operative risks. These 
are the reasons for which we have attempted 
relief of suffering by injection of cocaine 
solution in the region of the nervae erigentes 
in order to block these nerves. The following 
is the technic which I have developed for 
such anesthetic infiltration. 


TECHNIC 


The patient is placed in the genupectoral 
position. The apex of the coceyx and_ the 
sacral tubercle on one side are easily Jocated. 
These two points are joined, and a rectangular 
line is drawn from the sacral tubercle; at 4 em. 
on this line the point is located at which the 
trocar is inserted to search for the sacral edge 
in the direction of the fifth lumbar apophysis. 
The trocar should graze that sacral edge slightly, 
then cross the sacrosciatie ligament and penetrate 
114 em. deeper. The crossing of the sacrosciatic 
ligament is clearly felt. The needle is then exactly 
in the center of the nervae erigentes; 20 ce. of 
cocaine solution are injected in two slightly dif- 
ferent directions of the trocar. The same pro- 
cedure is repeated on the other side. 


Application of the method is followed by 
abatement of tenesmus and pain, sometimes 
so vividly that the patient will ask for an- 
other injection when the pain reappears. In 
cases where there is no hope of ever perform- 
ing a denervation of the bladder, 20 ee. of 
aleohol at 95 F. with cocaine can be used 
instead of cocaine alone; marked and lasting 
relief has been obtained. In several cases of 
denervation of the bladder with insufficient 
results, complete success was attained by com- 
plementary infiltration of alcohol. 

These two methods, infiltration of the nervae 
erigentes and denervation of the bladder, are 
two potent weapons against the fearful pain 
of inveterate cystitis. There is further always 
the possibility of performing cutaneous ure- 
terostomy or implantation of the ureters into 
the sigmoid, if conditions should become 
extreme. 
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SUMMARY 


Two methods are described for relief of 
exhausted patients with inveterate cystitis, 
aside from the well known cutaneous ureter- 
ostomy and implantation of the ureters into 
the sigmoid. The first is infiltration of the 
nervae erigentes with a cocaine solution. The 
second, designed for permanent relief, is de- 
nervation of the bladder. The author has 
developed an extraperitoneal approach for de- 
nervation of the bladder. The operation con- 
sists of the bilateral section of the nervae 
erigentes deep in the pelvis and of the hypo- 
gastric nerves through a narrow opening in 
the peritoneal cavity. The operation is harm- 
less and successful, and lasting results have 
been obtained in 70 per cent of cases. It can 
also be applied for relief of the tremendous 
pain of chronic ulcers of the bladder and of 
inoperable forms of tumors of the bladder. 


SOMMAIRE 


Deux méthodes son décrites pour le soulage- 
ment des malades épuisés par une ecystite in- 
vétérée. L’auteur ne discute pas .]’urétér- 
ostomie cutanée ni l’implantation des urétéres 
dans l’anse sigmoide. La premiére méthode 
est infiltration des nerfs érigents avee une 
solution de cocaine. La séconde méthode qui 
donne, un soulagement permanent, est la dé- 
nervation de la vessie. L’operation consiste 
de la section bilatérale des nerfs erigents, dans 
le bassin, et des nerfs hypogastriques au 
moyen d’une légére ouverture du péritoine. 
L’auteur décrit d’excellents résultats, et a 
donné un soulagement permanent dans 70% 
des operés. Le traitement est indiqué pour 
le soulagement des grandes douleurs occa- 
sionnées par les uleéres chroniques de la 
vessie et aussi par les tumeurs inopérables 
de vessie urinaire. 


SOMMARIO 


Oltre l’ureterostomia cutanea e l’impianto 
degli ureteri nel sigma due metodi vengono 
descritti per alleviare i dolori nei pazienti 
esauriti da una cistite ecronica. Il primo 
metodo consiste nel’infiltrazione dei nervi 
erettori con una soluzione di cocaina. Il 
secondo metodo, a carattere permanente, 
consiste invece nella denervazione della ves- 
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cica ottenuta attraverso la recisione pelvica 
bilaterale dei nervi erettori e dei nervi ipo- 
gastrici. L’operazione, eseguita attraverso 


una piccola incisione extraperitonale, offre 
risultati permanenti nel 70% dei casi. Trova 
un’indicaziona palliativa anche nelle ulceri 


eroniche e nei tumori nella vescica. 


SUMARIO 
El autor describe dos metodos para el 
alivio de la cistitis inveterada. El primero 
consiste en la infiltracion de los nervios 
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erigentes con una solucion de cocaina. El 
segundo ofrece alivio permanente y consiste 
en la denervacion de la vejiga urinaria. El 
autor ha desarrollado una ruta extraperi- 
toneal para la denervacion de la vejiga. Esta 
operacion consiste en la seccion bilateral de 
los nervios erigentes y de los nervios hipo- 
gastricos. Los resultados han sido excelentes 
en un 70% de los casos. 

El autor recomienda este metodo tambien 
en las ulceras cronicas dolorosas de la vejiga 
y en los tumores inoperables de este organo. 


PES TORTUS CONGENITALIS 


(Continued from page 40) 


shoes are applied and maintained until the 
child is three or four years old. : 

In the past the treatment of clubfoot (might 
I suggest pes tortus congenitalis) has under- 
gone many changes. In the future it may 
undergo others, but what has long been one 
of the most arduous and unsatisfactory 
branches of orthopedic surgery has in the 
past few years become both simple and 
gratifying. 

Our experience indicates that in uncompli- 
eated cases of clubfoot we should be able to 
obtain normal feet and normal legs in both 
structure and function, if the child is seen 
during the first few weeks of life. By un- 
complicated I mean no additional pathologic 
conditions, such as arthrogryphosis, spina 


bifida or cerebral spasticity. The degree of 
severity does not matter. A sharp line must be 
drawn between uncomplicated cases and those 
in which the pressure has been of a degree to 
injure muscles and stiffen joints. Nothing 
will restore muscle that has been destroyed, 
and it is impossible to get free movement in 
a joint where the peri-articular tissues were 
infiltrated before birth. Such cases can be 
improved, but nothing approaching a normal 
limb can be produced. 

Denis Browne has made a great contribu- 
tion. After becoming familiar with his prin- 
ciples and practice, the technic is so simple 
and obvious one wonders ‘‘why didn’t I think 
of that myself vears ago!’’ 
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Liver Changes in Surgical Conditions of the 
Gastro-Intestinal Tract” 


LEIF EFSKIND, M.D.** 
OSLO, NORWAY 


T has long been generally recognized that 

the liver is of the greatest importance for 

the postoperative symptom complex. ‘The 
investigations carried out in recent years con- 
cerning the behavior of the serum proteins in 
patients with various surgical diseases and 
the many experimental investigations concern- 
ing the significance of the liver as producer 
of, and storage point for, easily mobilize- 
able protein, have given these problems a new 
actuality. 

The clinical and pathophysiologic tests for 
control of liver function are in so far uncer- 
tain and inexact, that minor pathologic 
changes cannot be recorded. I have conse- 
quently examined the anatomic condition of 
the liver in surgical patients and compared 
these findings with the pathophysiologic ones. 
The material consists of 150 cases with basic 
lesions. An effort was made to control the 
hematologic status including sodium chloride 
concentration before the operation. Liver 
‘biopsies were performed at intervals varying 
from 2 to 3% hours according to. duration of 
operation. In the eases presenting the most 
pronounced histologic changes it was of in- 
terest to control the findings during the fur- 
ther course, as an eventual reversibility must 
be taken into consideration. Liver puncture 
biopsies have consequently been taken in 40 
eases one to six weeks after operation. All 
patients were operated upon under spinal 
anesthesia. The content of fat and glycogen 
in the cells as well as the mitochondria were 
examined. In this connection I shall only 
mention that the latter plays an important 
role in intracellular metabolism. 

The histologic findings conformed so closely 
with the hematologie ones, that it has been 
feasible to use the latter partly as a basis for 


* Read before the Twelfth National Assembly, United 
States Chapter, International College of Surgeons, Chi- 
eago, Sept. 29--Oct. 4, 1947. 

** Associate Professor in Surgery, Oslo University 
Hospital. 


a division of the material into three groups: 


I. Patients who presented normal hemato- 
logic conditions without preoperative 
treatment. 

II. Patients who showed symptoms of 
chronic hypoproteinemia, often also 
anemia. 

III. Patients with diseases of the. liver or 
bile duets. 


A survey of the material reveals that less 
pronounced changes are: demonstrated in pa- 
tients belonging to Group 1. I shall not enter 
into histologic details. Preoperatively there is 
an ample, diffuse store (deposit) of glycogen. 
No fatty infiltration can be demonstrated. 
The mitochondria show a normal picture with 
the normal excess of the round forms. The 
liver tissue also shows a normal histologic 
picture. Postoperative findings depend upon 
extent and duration of operation performed. 
After major operations reduction of the gly- 
cogen and the number of mitochondria may 
be found. It must also be noted that the 
contours of the mitochondria are not so dis- 
tinct as is normally the case. An inconstant 
finding is small fatty vacuoles centrolobularly. 
No further important general hepatie changes 
are observed. 

In patients belonging to Group 2, the pre- 
operative store of glycogen is normal or some- 
what reduced, depending to some extent upon 
whether the preoperative treatment was ade- 
quate. A characteristic feature is a consider- 
able fall in the content of glycogen during 
operation. The mobilization of the glycogen 
is most frequently limited to the region of 
the central vein. The central vein may be 
surrounded by a glycogen-free area, which is 
sharply distinguished from a region well sup- 
plied with glycogen. Fatty vacuoles are not 
infrequently observed in the cells, especially 
when a considerable and protracted anemia 
has been present simultaneously. This fatty 
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infiltration increases distinctly after major 
surgical procedures. 
morphology of the mitochondria are changed. 
There is in addition an increase of rod-shaped 
mitochondria and appearance of monstrous 
forms, all presenting abnormal tinctorial reac- 
tions. Cireulatory disturbances with dilata- 
tion of the liver sinusoids are demonstrated. 

Group 3 shows not infrequently preopera- 
tively a quite amazingly good glycogen con- 
tent. This also may be the case in patients 
with chronie jaundice, when the accumulation 
of bile pigment in the hepatic cells is mod- 
erate. An antagonism of volumetric nature 
is, however, present; hepatic cells which are 
stuffed with bile pigment contain very little 
glycogen; when the pigment deposits are less 
pronounced the glycogen is pressed out of a 
segment of the cell and the bile pigment occu- 
pies the remaining space. Pre- and_post- 
operatively the fatty infiltration is greater in 
this group that in those mentioned above. The 
same seems to apply to the relationship be- 
tween fat and glycogen as well as to glycogen 
and bile pigment. Thus the intact part of 
the evtoplasm outside the fatty vacuoles may 
frequently be seen tightly stuffed with egly- 
eogen. Liver cells, containing fat around the 
central vein, in the periphery contain a belt 
of glycogen granules. The glycogen in these 
cells appears to be little mobilizeable as com- 
pared with the non-fatty liver cells. These 
fat infiltrated cells are often arranged as 
islands rich in glycogen in a liver which does 
not otherwise contain any glycogen. This 
correlation indicates that a kind of blockade 
of the glycogen in these cells is present. This 
blockade may also be seen in parts of the 
liver showing signs of great circulatory dis- 
turbances. In a localized area of glycogen, 
containing cells around an endophlebitice cen- 
tral vein, the glycogen is further vacuolized 
and shows no normal granulation. Experi- 
mentally IT have been able to demonstrate a 
quite similar picture in animals which were 
given injections of thyroxin in toxie doses. 
This blockade is not due to a reduced per- 
meability of these cells, as injections of vital 
dyes in these animals cause a stuffing of the 
liver cells with dye. Fatty infiltration is 


frequently found in the liver cells in this 
group, especially in the cases in which a 
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simultaneous infection was present in the bile 
ducts with a chronic jaundice. This deposi- 
tion of; fat seems to be a reversible process. 
In oneé case a man was operated on for a 
concrement and infection in the common bile 
duct. Six weeks later a liver biopsy showed 
a normal histologic picture apart from a mod- 
erate deposit of bile pigment in the cells. 

Another characteristic feature in this group 
is the change occurring frequently in the 
interstitial tissue with considerable fibrosis 
and ample infiltration of lymphocytes and 
plasma cells in the interlobular connective 
tissue. This inflammation seems to be without 
strict relation to the bile duct system, because 
no considerable sign of cholangitis could be 
demonstrated in any case. 

Summarizing these investigations. [ con- 
clude that pathologic hepatic changes of re- 
eressive nature are demonstrable in a great 
number of patients with serious lesions in the 
digestive tract. These changes are accentuated 
to a considerable degree by major surgical 
procedures. 

Concerning the etiologie factors of these 
hepatie changes, the classification alone dem- 
onstrates how dependent on the preoperative 
condition these changes are. If the material 
is studied it becomes evident that, with the 
exception of local hepatie lesions, chronie 
gastro-intestinal diseases, especially malignant 
tumors, produce the most pronounced changes ; 
i.e., patients who have protracted nutritional 
deficiency and show hematologic signs of 
chronic hypoproteinemia. The hepatic find- 
ings are distinctly secondary to these, and a 
certain time seems to be necessary for the 
development. 

These changes may often appear to be of 
a moderate degree, and under normal cireum- 
stances no clinical problem arises because of 
them. If, however, these patients are sub- 
jected to an increased strain on the hepatic 
function, as a major operative procedure, 
there develop histologic reactions in the 
hepatie cells which must be considered patho- 
logic, particularly in the carbohydrate and 
fat metabolism. The extent of these seems 
to run parallel to a certain degree to the 
preoperative changes and to the extent of 
operative trauma. The hematologic reaction 
presented by these patients in the form of a 
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remarkable reduction of serum proteins and 
a distinetly protracted stage of regeneration 
of these, indicates a fall in the production, 
in other words an affection also of the pro- 
tein metabolism of the organ. ‘This latter 
function seems to take place in intimate con- 
nection with the fat and carbohydrate metab- 
olism, because patients who preoperatively 
had a small store of glycogen and ample fatty 
deposits demonstrate the most marked post- 
operative hematologic changes and the longest 
regenerative phase. It is not necessary here 
to discuss further the fact that the postopera- 
tive changes may increase to such a degree 
that they may cause therapeutic problems, 
because it is evident how difficult it may be 
to control the hypoproteinemia and its com- 
plications in some eases. On the other hand, 
I have also previously mentioned that these 
changes are most pronounced in those patients 
who demonstrate the greatest hematologic 
changes preoperatively without having these 
corrected. These falls show the importance 
of preoperative prophylaxis. 

The pronounced pathologic changes which 
have been demonstrated in some patients with 
surgical liver and bile duct lesions may have 
a different etiology. The history of these pa- 
tients often shows no nutritional deficiency, 
and the hematologic relations in the serum 
proteins frequently show moderate changes. 
Mild bile duct lesions are frequently present, 
vet the findings may be surprisingly great 
in relation to the basic lesion. The etiology 
in the non-jaundiced patients is probably a 
toxie infectious action by a Iymphogenous 
route directly from the inflammatory focus. 
The hepatitic changes with lympho-plasmo- 
eytie reaction and even fibrosis also speak 
in favor of this conception. 

Previously it has been stressed, chiefly on 
the basis of animal experiments, that the 
glycogen content in the liver is greatly re- 
duced in chronic obstructive jaundice. When 
patients in this group have received adequate 
preliminary treatment, it is often remarkable 
to see how great their store of glycogen may 
be. It might be an indication that the 
assimilation phase in this aspect of liver 
function is comparatively little affected. On 
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the other hand, the dissimilation phase is dis- 
tinctly changed either in the form of increased 
mobilization of the glycogen or by the demon- 
strated retention which I have designated as 
intracellular blockade. Of course there is no 
guaranty that the glycogen present in these 
pathologie livers have the same structural 
formula and biochemical qualities as ordinary 
glycogen. Further investigations concerning 
the tinctorial reactions and the changes in 
structural formula that can be produced on 
alimentary basis apparently speak in favor 
of this. 

I have not been able to trace any histologic 
reaction of the liver to an operative trauma 
in patients with protracted hypoproteinemia 
in the literature. Animal experiments by 
Whipple and Ravdin have demonstrated that 
a liver which contains only little easily 
mobilizeable protein is abnormally sensitive 
to toxie substances. These authors also state 
that a fatty infiltration of the liver cells will 
increase this effect. Glycogen determinations 
have not been carried out by the authors who 
ascribe a protective effect to the glycogen. 
This point of view is merely the same as that 
represented in this material. It is possible, 
however, to give another explanation of the 
protective effect of glycogen and the sensi- 
tizing action of the fat, that reduces the im- 
portance of these factors to be only of sec- 
ondary nature. As mentioned before, this 
material has shown no principal antagonism 
between fat and glycogen in the liver cells. 
It is reasonable, however, to consider a liver 
rich in fat and poor in glycogen as an expres- 
sion of a liver with reduced functronal reserve 
on toxic or nutritional base, in which the 
described changes only are secondary. 

Finally, the important question from a prac- 
tical clinical point of view, whether such 
hepatic changes may be diagnosed and _ pos- 
sibly treated preoperatively, presents itself. 
Based on our present tests of the liver fune- 
tion it is often hardly feasible hy means of 
pathophysiologic methods. Certain clinical 
hints are however available, as patients with 
chronic hypoproteinemia often will present 
such changes as well as patients with liver-bile 
duct lesions. 
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Pyogenic Infection of Minor Abrasions in Tropical 
Areas—Their Treatment with Penicillin 


THOMAS F. ROSE, M.B., B.S. (SIDNEY), F.R.C.S. (ENGLAND), F.R.C.S, (EDINBURGH), 
F.R.A.C.S., M.R.C.0O.G., A.1.C.S.* 
SYDNEY, AUSTRALIA 


in tropical jungles is prone to become 

infected by streptococci or staphylo- 
cocci. Once established in the skin lesion, 
these cocci quickly invade the surrounding 
tissues, regional lymphatics and even the blood 
stream. 

The material for this report is furnished by 
150 patients who were admitted to a field 
hospital over a short period of time, suffering 
from abrasions or insect bites infected by the 
pyogenic cocci. 

These infections are summarized in the 
table where it may be seen that 65 were due 
to a penicillin-sensitive hemolytic strepto- 
eoccus, 84 to a penicillin-sensitive hemolytic 
Staphylococcus aureus, and 1 to a penicillin- 
resistant hemolytic Staphylococcus aureus. 


A NY skin abrasion or insect bite sustained 


hemolyticus resulted in varying lesions, singly 
or combined. In 12 cases, tissue necrosis pre- 
dominated in the clinical picture, and the 
abrasion became a rapidly spreading acute 
shallow ulcer, which, if left untreated, even- 
tually became a deep chronic ulcer, with much 
tissue destruction, forming one type of ‘‘tropi- 
cal ulcer.’’ Seven other cases had reached 
this last stage when first seen. In other cases, 
the tissue response predominated and spread- 
ing erysipelas, cellulitis or abscess formation 
oceurred. Three forearm infections were com- 
plicated by thrombophlebitis of the whole 
length of the adjoining basilic vein. Three 
infections in the region of the elbow were 
complicated by acute olecranon bursitis, and 
two near the knee joint by acute prepatellar 
bursitis. 


A. Inrections DUE To A PENICILLIN-SENSITIVE HEMOLYTIC STREPTOCOCCUS 


(b) Invasion of local tissues and ‘regional lymphatics 32 
65 
B. Inrections DvuE To A PENICILLIN-SENSITIVE HemMoLytic STAPHYLOCOCCUS AUREUS 
(b) Invasion of local tissues and regional lymphaties .....................000. 15 
84 
C. Inrection DvE To A PENICILLIN-REsISTANT HemotytTic StapHyLococcus AUREUS 
— 


INFECTION DUE TO PENICILLIN-SENSITIVE 
STREPTOCOCCI 
Invasion of Local Tissues Only.—Loeal in- 
vasion by a penicillin-sensitive Streptococcus 


* Lately Major A.A.M.C.; Honorary Assistant Surgeon, 


Royal South Sydney Hospital ; Clinical Assistant in Sur- 
gery, Sydney Hospital. 


Treatment consisted of intramuscular in- 
jections of 15,000 units of penicillin every 
three hours until the infection subsided. Heat 
was applied localy and abscesses were incised. 

These cases required an average of 250,000 
units of penicillin, and the inflammatory 
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PYOGENIC INFECTION 
process was healed in an average of 3.5 days. 
The results in those lesions complicated by 
bursitis were satisfactory, the inflammation 
subsiding in a few days without proceeding 
to suppuration, as often occurred prior to 
the advent of penicillin. This avoided the 
necessity of open drainage of the bursa, a 
procedure often complicated by prolonged 
healing of the wound. When superficial 
thrombophlebitis occurred, the pain, tender- 
ness and redness along the course of the vein 
rapidly disappeared, though the vein could 
always be felt as a thick cord for some weeks 
afterwards. Acute ulceration of the abrasions 
was rapidly checked by parenteral penicillin, 
and epithelialization quickly followed. If the 
uleers were already chronie when first seen, 
parenteral penicillin eradicated the cocci from 
the surrounding tissues, but it was necessary 
to apply penicillin locally in a watery solution 
of 500 units per ec. to destroy the surface 
cocci, and so allow epithelialization to occur 
(at times aided by skin grafts). This was 
the only type of case in this series where 
penicillin was used locally. 

Invasion of Local Tissues and Regional 
Lymphatics.—Those infections complicated by 
regional lymphangitis and lymphadenitis were 
similar to those already described. They re- 
sponded similarly to penicillin, healing in an 
average of four days and requiring an average 
of 30,000 units of penicillin. 

Blood Stream Invasion.—There was only 
one case of streptococcal infection in which 
the blood stream was invaded. 


CASE HISTORY 


Case 1.—A soldier, 35, sustained an abrasion of 
his left leg. A large uleer rapidly developed, com- 
plicated by a thrombophlebitis of the great saphe- 
nous vein. Treatment, begun eight days after in- 
jury, was by oral sulfanilamide, 32 Gm. in four 
days. The infection subsided, and the ulceration 
healed in 14 days. 

One month after his injury he beeame very ill 
and developed a swinging temperature (99-104 F.) 
with rigors and sweats. Apart from the healed 
ulcer and thickened saphenous vein, there were no 
significant clinical findings. A blood count re- 
vealed 2,500,000 red cells per ce. with 40 per cent 
hemoglobin and 17,500 white cells per ce. with 80 
per cent neutrophils. A penicillin-sensitive Strep- 
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tococcus hemolyticus was isolated on blood culture. 
In the next three days, 24 Gm. of oral sulfanil- 
amide and blood transfusions were given, but he 
became worse. Penicillin therapy was now begun; 
within two days his general,condition had im- 
proved and he felt much better. His temperature 
subsided rapidly for three days and.then more 
gradually, until at the end of a week it remained 
normal. A blood culture now was negative. Peni- 
cillin was stopped on the twelfth day, a total of 
1,500,000 units having been given. 

Six months later, a followup disclosed ihat he 
was well and had had no recurrence of symptoms. 


INFECTION DUE TO PENICILLIN-SENSITIVE 
STAPHYLOCOCCI 


Invasion of Local Tissues—Loeal tissue 
invasion by  penicillin-sensitive hemolytic 
Staphylococcus aureus resulted in cellulitis, 
abscess or tissue necrosis, the latter being 
typified by the carbuncle. (This may be com- 
pared with the streptococeal tissue necrosis 
which was characterized by ulceration.) 
When these lesions occurred near the super- 
ficial veins, local thrombophlebitis sometimes 
developed. 

Treatment was the same as for the local 
streptococcal infections; the average amount 
of penicillin required was 275,000 units, the 
lesions healing in an average of 5.5 days. The 
rapid effect of penicillin was especially marked 
in patients with carbuneles, of which there 
were 23, 6 involving the dangerous area of the 
face and upper lip. Penicillin caused them all 
literally to ‘‘melt away’’! without surgical 
intervention in the acute phase, so that they 
subsided in an average of 4.5 days with 
260,000 units of penicillin. The sloughs also 
had usually separated by then. Here, how- 
ever, though the inflammatory process was so 
rapidly checked and cured by penicillin, the 
tissue loss due to necrosis stili had to be 
replaced by the normal process of healing, 
epithelialization of extensive areas at times 
being hastened by split skin grafts. 

Invasion of Local Tissues and Regional 
Lymphatics.—The local staphylococcal infee- 
tions complicated by regional lymphangitis 
and lymphadenitis were the same as described, 
except that in no instance was lymphatic 
involvement due to carbuncle. They were 
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treated in the same way, healing in an average 
of 4 days and requiring an average of 250,000 
units of penicillin. They healed a little more 
quickly than those not complicated by lym- 
phatic involvement because the local patho- 
logic state was usually less severe. 

Blood Stream Invasion.-—Cases of staphylo- 
coccemia could be divided into three groups. 

1. A mild single ‘‘spill-over’’ type, where 
the cocci apparently invaded the blood stream 
only once and formed a metastatic abscess 
(five cases, Cases 2-6). 

2. A mild type in which there were repeated 
invasions of the blood stream at fairly pro- 
longed intervals (Case 7). 

3. A severe type in which the cocci almost 
continuously invaded the blood stream (three 
cases, 8-10). 

1. Mild Single ‘‘Spill-Over’’ Type.—The 
five patients in this category had minor in- 
fected insect bites which healed without any 
active treatment. At varying periods of time 
ranging from three to eight weeks, each de- 
veloped a single metastatic abscess from which 
a penicillin-sensitive hemolytic Staphylococcus 
aureus could be cultured. Cases 2 and 3 
developed abscesses in the lumbar portion of 
the sacrospinal muscle. Case 4 developed a 
large left perinephric abscess with no appar- 
ent involvement of the kidney. Cases 5 and 6 
each developed a earbunele confined to the 
upper pole of the right and left kidneys, 
respectively. Treatment was similar in all 
instances. Penicillin therapy (15,000 units 
intramuscularly every three hours) was begun 
as soon as the true condition was suspected. 
The abscess was then incised and evacuated 
when it became localized. The renal car- 
buncles were scooped out of the kidneys, which 
otherwise were not touched. Penicillin was 
then continued until it was certain that the 
active inflammatory process had _ subsided, 
each patient having had an average of 
1,200,000 units of penicillin by the time this 
stage was reached. 


When examined some six months later, none 
had had recurrence of symptoms. Those who 
had renal ecarbuncles showed kidneys normal 
both anatomically and functionally by intra- 
venous pyelography. 
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2. Mild Recurrent Type.—The history of 
this case of recurrent metastatic abscesses and 
femoral periostitis is given. 


Case 7.—A soldier, 26, had a history of multiple 
minor infected abrasions of the legs and arms, 
all of which yielded to local treatment. Three 
weeks later he became ill with headaches, weakness 
and fever (99-102 F.). Fourteen days later, sev- 
eral tender infiltrated swellings appeared in the 
extensor muscles of the right forearm and left 
thigh. A blood culture was negative, but there was 
a leukocytosis of 17,500 white cells with 80 per 
cent neutrophils. Again, 14 days later, a large 
abscess appeared in the right quadriceps muscle. 
It was incised and a hemolytic Staphylococcus 
aureus (later shown to be penicillin sensitive) was 
cultured from the pus. Simultaneously, the swell- 
ings in the forearm and left thigh gradually dis- 
appeared. However, a week later, pain, tender- 
ness and swelling recurred in the left thigh. <A 
roentgenogram showed a slight periostitis of the 
femoral shaft just above the lateral condyle. 
Associated with this was an effusion into the knee 
joint (the fluid was sterile on culture). During 
this time, his temperature ranged from 98.4- 
100 F., and he felt weak and tired and lost weight 
despite repeated courses of sulfonamide ¢om- 
pounds. Repeated blood cultures were always 
negative. 

Five weeks after his illness began, penicillin 
was obtained and treatment was instituted. He 
immediately showed marked general improvement ; 
pain and tenderness in the thigh disappeared, 
though the x-ray picture did not change. The 
sympathetic joint effusion resolved. His tem- 
perature became normal in seven days, and peni- 
cillin therapy was stopped five days later, a total 
of 1,500,000 units having been given. 

This patient could be followed only for four 
months, during which time he remained in good 
health. 


3’. Severe Continuous Type of Blood Stream 
Invasion—Three cases of this type are 
presented. 


Case 8.—Renal earbunele with lung involvement 
oceurred in a soldier, 25. He had a small staphylo- 
coceal abscess of his right arm following a mite 
bite. This healed rapidly after incision, but he 
then developed irregular temperature (99-102 F.), 
gradually becoming very ill, wasted and anemie. 
Six weeks after his illness began a large carbunele 
was found in the upper pole of the right kidney. 
This had burst into the perinephrie tissues and into 
the upper major calyx, causing a staphylococeal 
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pyuria. The perinephrie abscess was drained and 
the carbuncle scooped out of the kidney. From the 
pus and the urine a hemolytic Staphylococcus 
aureus was isolated, and later shown to be peni- 
cillin sensitive. A blood culture also showed the 
presence of a similar coceus. His general condi- 
tion was treated by frequent blood transfusions. 

After an improvement lasting two days only, 
he had a rigor and his temperature rose to 104 F. 
In spite of oral administration of 24 Gm. of 
sulfathiazole in the next three days, blood culture 
again showed a penicillin-sensitive Staphylococcus 
aureus. 

Penicillin now became available, and therapy 
was instituted. The result was dramatic. In 
three days he looked and felt better. His tem- 
perature fell to normal in nine days. The urine 
became normal in 10 days, and the loin wound, 
through which urine had escaped for a week, 
healed in 20 days. The course of penicillin lasted 
16 days, 2,000,000 units being given. Three days 
after cessation of penicillin therapy, his tempera- 
ture again rose to 104 F., and he developed a 
severe pleural pain in the right side of his chest, 
where the lower lobe of the lung was found to be 
consolidated. A blood culture was again positive 
for staphylococci, which were also isolated from 
the sputum. A further course of 1,500,000 units 
of penicillin was given in the next 12 days. Again 
his condition rapidly cleared up, the temperature 
becoming normal in five days. An effusion ap- 
peared in the right pleural cavity but did not 
recur after 450 ce. of clear sterile fluid were 
aspirated. His lung consolidation rapidly re- 
solved, and two weeks after appearance the lung 
fields were normal. From then on his convales- 
cence was uneventful, and nine months later he 
was well. An intravenous pyelogram at that time 
revealed a normally functioning right kidney with 
a normal pelvicalyceal system. The lung fields 
were also normal. 


Case 9.—This was one of multiple metastatic 
muscle abscesses. A soldier, 20, had an infected 
abrasion of his left leg which healed rapidly under 
local treatment. A week later he became ill with 
elevated temperature and general malaise. Five 
days later, despite oral administration of 35 Gm. 
of sulfathiazole, abscesses appeared in the extensor 
muscles of the right forearm and left thigh. These 
were incised and a penicillin-sensitive Staphylo- 
eoccus aureus was cultured from the pus of each 
abscess. However, his condition became worse, 
temperature rose and fresh abscesses developed in 
the right forearm. Blood culture now revealed a 
staphylococcus similar to that in the abscesses. 

Penicillin treatment was instituted, and 1,500,000 
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units were given in the next 12 days. Temperature 
became normal in five days, and blood culture was 
now sterile. His general condition improved 
rapidly, and the abscesses healed quickly. Some 
six months later, he was well with no recurrence 
of symptoms. 


Case 10.—Multiple metastatic muscle abscesses, 
pyelonephritis and lung infection developed in 
this ease. A New Guinea native, 30, had a history 
of multiple infected skin abrasions. After a week’s 
illness with general malaise, rigors and sweats, a 
large staphylococeal abscess appeared in his right 
sacrospinal muscle. This was incised, but, in 
spite of oral sulfathiazole (8 Gm. per day), he 
developed a similar abscess in the right rectus 
abdominis muscle three days later. This too was 
incised, but without relief of his general condi- 
tion; four days later, consolidation of the lower 
lobes of both lungs was found. He coughed up 
much purulent sputum, from which staphylococci 
were isolated. Urinalysis now disclosed albumin, 
pus and easts in the urine, from which staphylo- 
cocei were cultured. He had now had 35 Gm. of 
sulfathiazole, but his general condition was becom- 
ing worse. Blood culture was now, on the four- 
teenth day of illness, positive for a penicillin- 
sensitive Staphylococcus aureus. 

Penicillin therapy was begun. His condition 
improved immediately, and temperature became 
normal in eight days. Urinalysis showed a clear 
sterile urine in 12 days, by which time his chest 
condition had completely resolved. <A total of 
2,000,000 units of penicillin was given in 16 days. 

A follow-up disclosed that he remained well for 
three months, but then developed a similar illness 
from which he died in a few days. He was then 
in a remote district where medical attention was 
unavailable. 


BLOOD STREAM INVASION DUE TO A PENICILLIN- 
RESISTANT STAPHYLOCOCCUS AUREUS 


Only one patient in this series became in- 
fected by a penicillin-resistant staphylococcus ; 
he developed a fatal blood stream infection. 


Case 11.-—Overwhelming infection with meta- 
statie musele abscesses, lung infection and death 
were observed in this patient, a Solomon Island 
native with a previous history of numerous in- 
fected minor skin abrasions. He had been ill for 
one week with rigors and sweats, when he de- 
veloped a pneumonie consolidation of the lower 
lobes of both lungs and multiple abscesses in the 
muscles of both thighs and arms. A white cell 
count showed 45,000 leukocytes per ce., but no 
organisms could be grown from the blood stream. 
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Penicillin therapy was instituted, but he never 
rallied and died three days later, 36,000 units of 
penicillin having been given. Autopsy disclosed 
multiple abscesses scattered throughout both lung 
fields and the muscle system. A_ penicillin- 
resistant hemolytic Staphylococcus aureus was 
isolated from the abscesses in the muscles and 
lungs, but none from the blood stream. His 
cardiovascular system was normal and there were 
no vegetations on the heart valves. 


DISCUSSION 

Of 150 infections described, 65 were due to 
Streptococcus hemolyticus, and 85 to hemolytic 
Staphylococcus aureus; in every instance, 
except one, the cocci were penicillin-sensitive. 
In the streptococcal infections there were 32 
local tissue invasions, 32 with additional in- 
vasion of the regional lymphatics and 1 with 
invasion of the blood stream. In the staphylo- 
coceal infections there were 60 with local 
tissue invasion only and only 15 with addi- 
tional lymphatic involvement. However, there 
were 10 cases of blood stream invasion. In 
this series, therefore, it seems that when the 
organism began to spread from the local 
tissues, the streptococci favored the lymphatie 
system, whereas the staphylococci favored the 
blood stream. 

Penicillin was given intramuscularly in 
every case of the series, the amount being 
15,000 units every three hours; this dosage 
was shown by Fleming’ to be the optimum. 
(Lately, however, I have been giving peni- 
cillin hypodermically in doses of 100,000 units 
in 1 ml. of saline every 8 hours, and have 
secured the same clinical results. This method 
is less exhausting and painful to the patient.) 
In the instances of local tissue invasion (with 
or without invasion of the lymphatics), peni- 
cillin therapy was stopped as soon as the local 
signs subsided. It was more difficult to de- 
cide when to end the administration of peni- 
cillin in the blood stream infections. Here 
general condition and temperature were the 
chief guides. When temperature subsided, 
treatment was continued for one week (though 
even this was not always sufficient, as in 
Case 8). 

Anderson? points out that in severe blood 
stream infections striking improvements may 
not be shown in the first few days of penicillin 
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therapy, but the patient feels better, even 
though his temperature is high and his blood 
culture is positive. This was well seen in 
Cases 1, 8 and 9. Cases 1, 7, 8, 9 and 10 
show the good effect of penicillin after failure 
of the sulfonamides, a similar observation to 
that made by numerous other authors. This 
is hardly surprising, as before the introduc- 
tion of penicillin the mortality rate of staphy- 
lococcal blood stream infections was nearly 
80 per cent, whereas now it is said to be 20 
per cent. When treated by sulfonamides, 
it varied from 70-85 per cent.’ Consequently, 
where a staphylococcal or streptococcal blood 
stream infection is suspected, penicillin should 
be given immediately and not delayed until 
the effect of the sulfonamide therapy is seen. 

In comparing mortality rates prior to, and 
after the introduction of penicillin, Butler * 
points out that this can only be done accu- 
rately when quantitative blood cultures are 
performed in each case. He states that a 
staphylococcal septicemia is not always fatal, 
even if untreated, but the fatality rate rises 
rapidly when culture grows 100 or more 
colonies per cc. of blood. Only by doing a 
series in such a way will one be able correctly 
to estimate the effect of penicillin. Unfortu- 
nately, this was not done in this series, but 
the cases are graded by clinical severity, and 
probably represent a fairly accurate picture 
of the therapeutic effect of penicillin in blood 
infections. 

Thus, though penicillin has proved to be 
the most effective weapon yet discovered in 
treatment of staphylococcal blood stream in- 
fections, there are certain cases which do not 
require it for recovery, as well as others in 
which penicillin is absolutely necessary for 
recovery, and still others which it cannot cure. 
Example of all three types are represented in 
this short series. Cases 2-6 represent those 
with but a single ‘‘spill-over’’ of bacteria 
into the blood stream; these will recover 
when surgery without penicillin is used. 
Similar cases seen prior to the advent of peni- 
cillin ran exactly the same course, even the 
time of wound healing was similar. However, 
though penicillin appeared to be superfluous 
in treatment of such cases, nevertheless, one 
can never be sure at the time whether they 
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will not develop as did Cases 8, 9 and 10, so 
that it should always be used. 

Case 7 represents the type of infection 
which has repeated mild ‘‘spill-overs’’ of bac- 
teria into the blood stream. This may, how- 
ever, go on for a long time, so that death 
eventually ensues, unless penicillin treatment 
is instituted. The use of penicillin almost 
certainly saved this patient from further 
metastatic abscesses and cut short his illness. 
Cases 1, 8 and 9 represent the type of infec- 
tion which benefits most from penicillin; 
namely, a continued severe blood stream in- 
fection. They would certainly have died in 
prepenicillin days. Case 10 is typical of the 
type in which penicillin may cure one bac- 
teremie phase, but cannot prevent a recur- 
rence, weeks or months afterwards. Had this 
patient been able to have more penicillin, he 
might not have died of the second attack, 
but even then there would have been no 
guarantee against still later, fatal recurrence. 

Case 11 was an overwhelming infection by 
a penicillin-resistant Staphylococcus aureus, 
which responded to no treatment. Such ex- 
amples as Case 10 and 11, and those in which 
the heart valves are the seat of vegetations, 
prevent penicillin from having a 100 per cent 
cure rate in these staphylococcal infections. 

Thus, of the 11 blood stream infections 
reported here, four recovered only because 
of penicillin, one was improved temporarily 
with penicillin and one was resistant to peni- 
cillin. The course of illness of the remaining 
five was probably not affected by penicillin. 


RENAL CARBUNCLE 


Cases 5, 6 and 8 show the excellent results 
to be expected by renal conservation aided by 
parenteral penicillin in treatment of renal 
earbunele,!®> even when, as in Case 8, the 
earbuncle ruptures into a calyx or the peri- 
nephrie tissues. MeAllister and O’Connor 
tried the effect of penicillin before surgery 
in a ease of renal carbunele; the patient’s 
general condition temporarily improved, but 
it did not prevent the carbunele rupturing 
into the renal pelvis or the necessity for an 
eventual nephrectomy. This shows again that 
penicillin therapy must be accompanied by 
any necessary surgical drainage of abscesses.® 


PYOGENIC INFECTION OF MINOR ABRASIONS 


In Cases 8 and 10 the quick effect of peni- 
cillin in staphylococeal lung infections ° and 
in staphylococcal pyelonephritis is apparent. 


PROPHYLAXIS OF BLOOD STREAM INFECTIONS 

Little can be gathered from this series as 
to whether penicillin can prevent a_ blood 
stream invasion when local infection of these 
minor abrasions has occurred, save that in no 
instance ‘in the 139 local infections, did a 
blood stream invasion oceur in the six months 
following penicillin treatment. Again, none 
of the cases of blood stream infection had 
had their original lesions treated with peni- 
cillin, though some had had _ sulfonamide 
therapy. It may be noted, however, that peni- 
cillin did not prevent a fatal recurrent blood 
stream invasion in Case 10. 


SUMMARY 


A total of 150 cases of infected minor skin 
abrasions and insect bites sustained in the 
tropics is discussed. Sixty-five were infected 
by a penicillin-sensitive Streptococcus hemo- 
lyticus, 84 by a penicillin-sensitive Staphylo- 
coccus aureus and one by a penicillin-resistant 
Staphylococcus aureus. (Conditions were such 
that anaerobic culture of these lesions could 
not be done.) 

Of the streptococcal infections, only one 
(1 in 65) invaded the blood stream, whereas 
there were 10 staphylococcemias (1 in 8.5). 
The streptococci showed a greater tendency 
to invade the lymphaties (32 in 54 eases) than 
the staphylococci (15 in 85 cases). All cases 
were treated by penicillin in addition to any 
necessary surgical intervention. There were 
two deaths in 11 eases of blood stream inva- 
sions, one due to a recurrent blood stream 
invasion by a penicillin-sensitive staphylo- 
coeeus and one to a_ penicillin-resistant 
staphylococcus. 

The cases of blood stream invasion are 
classified and described in detail to show the 
effect of penicillin in the various types. 


RESUME 
L’auteur disecute 150 eas de légéres abra- 
sions de la peau et de piqures d’insectes 
observées dans les tropiques. Soixante-cing 
des cas furent infectes par des streptocoques 


JAN.-FEB. 
1948 


i 
> ke 
4 
3 
iq 
“alia 
| 
60 


Eb. 
3 


ra- 
inq 
ues 


VOL. XI 
NO. 1 


hemolytiques sensitifs 4 la pénicilline, quatre- 
vingt quatre cas par des staphylocoques 
aureus sensitifs 4 la pénicilline (les conditions 
etaient telles que des cultures amébiques ne 
furent pas faites); des infections streptoco- 
quales, une seule envahit le systeéme sanguin 
(une dans 65 cas) ; des infections staphyloco- 
qual, il y eut 10 infections sanguines (une 
dans 85 cas). Les streptocoques envahisent 
les lymphatiques dans 32 cas; les staphylo- 
coques dans 15 cas. Toutes les infections 
furent traitcées par la pénicilline, et quand 
c’était nécessaire par intervention chirurgi- 
eale. Il y eut 2 décés dans les onze cas 
d’invasion sanguine, un dans un cas d’inva- 
sion récurrente de staphylocoques sensitifs a 
la pénicilline et un dans un cas de staphylo- 
coque résistant 4 la pénicilline. L’auteur 


classifie les cas d’invasion sanguine et décrit 
en detail les effets de la pénicilline dans les 
differents cas. 


RIASSUNTO 
L’autore diseute 150 casi di lesioni cutanee 
superficiali e di morsicature di insetti nelle 
zone tropicali. 65 casi sono stati trovati in- 
fetti da streptococchi emolitici sensibili alla 
penicillina: 84 da stafilococchi aurei egual- 
mente sensibili: 1 da una varieta di stafilo- 
coeco aureo non sensibile (culture anaerobiche 
non poterono essere istituite). 

Delle infezioni streptococciche, solamente 
una diede luogo ad une setticemia, mentre 
delle infezioni stafilococciche 10 si estesero ai 
vasi sanguigni. Gli streptococchi rivelarono 
una pit frequente tendenza ad invadere i lin- 
fatici (32 volte sopra 54-casi) degli stafilo- 
coechi (15 volte sopra 85 casi). Tutti i casi 
vennero curati con la penicillina oltre ad 
ogni eventuale intervento operativo. 

Due casi di morte seguirono ad 11 infezioni 
ematiche: un caso dovuto ad un’invasione 
ricorrente del sangue da parte di uno stafi- 
locoeeo sensibile alla penicillina: 1’altro caso 
ad una stafilococeo resistente alla penicillina. 

I casi di setticemia sono stati classificati e 
descritti in dettaglio per dimostrare 1’azione 
della penicillina nei diversi tipi. 


SUMARIO 
El autor discute 150 easos de infeecciones 
benignas de la piel debidas a la abrasién 
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por picadura de insectos en el tropico. En 
149 de los casos la bacteria causante de la 
infeccién fue sensitiva a la penicilina, de los 
cuales 65 fueron debidos al streptococco hemo- 
litico y 84 al estafilococo aureo. Solo un caso 
fue debido a un cultivo de estafilococo aureo 
resistente a la penicilina. (Fue imposible 
el hacer culturas anerobicas. ) 

De los 150 casos solo hubo un caso de estrep- 
tococcemia y 10 de estaphilococcemia. Las 
infecciones estreptococcicas presentaron mayor 
tendencia a invadir el tejido linfatico (32 en 
54 casos) que las estafilococas (15 en 85). 
Todos los casos fueron tratados con la peni- 
cilina y por la intervencién quirtrgica cuando 
este fue necesario. Solo dos casos terminaron 
fatalmente; el caso de estafilococcemia resis- 
tente a la penicilina y un caso tambien de 
estafilococcemia pero sensitivo a la penicilina. 

Los casos de invasién sanguinea son clasi- 
ficados y estudiados en detalle para mostrar 
el efecto terapeutico de la penicilina. 
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Struma Lymphomatosa (Hashimoto’s Disease) 


Report of a Case* . 
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that of Hashimoto,? medical literature, 

though relatively sparsely studded with 
case reports, has evolved the specificity and 
laid down certain diagnostic criteria which 
are of invaluable aid in approaching the diag- 
nosis of the more infrequent types of thyroid 
pathology. 

J. A. Schilling,* in his excellent review, has 
shown the development of thought, based on 
the literature, to a point where, in the opinion 
of most writers, there are both clinical and 
pathologie factors which differentiate struma 
lymphomatosa or Hashimoto’s disease from 
struma fibrosa or Riedel’s struma. Struma 


the time of Riedel’s reports? and 


lymphomatosa by reason of its clinicopatho- 


logie picture is regarded as an entity, but it 
is conceded that struma fibrosa may be a late 
stage of the acute thyroiditis described by 
De Quervain and Giordanengo.* 

The case reported here fell into the category 
of struma lymphomatosa so typically, that it 
enabled us to venture the diagnosis preopera- 
tively. It is of interest from that standpoint 
as well as the documenting of another case 
report of this uncommon condition. 


CASE REPORT 


White woman, 56, first consulted one of us 
(E.S.S.) on May 21, 1946. Her complaints were 
many and varied, but she sought medical care 
particularly because of paresthesias of two years’ 
duration, deseribed as numbness and tingling of 
the right hand, and of choking spells. In her 
occupation as a dining hall attendant she fre- 
quently dropped utensils. For the past two years 
she noted occasional choking spells while eating, 
as though food had become lodged in her throat. 
Coupled with this were frequent attacks of 
hoarseness. Other complaints were weakness of 


* From the Medical Service of Sidney A. Portis, Michael 
Reese Hospital, Chicago. 


13 years ago. 


the right ankle which caused her to stumble 
occasionally, fatigue, lack of ambition, backache, 
aching pain in both shoulders and selective dyspep- 
sia for fried and fatty foods. 

She had been married twice, her first husband 
dying of tuberculosis; the second died following a 
herniorrhaphy. Otherwise, the family history 
was noncontributory. Her past medical and surgi- 
cal history indicated an attack of jaundice in 1918. 
A supracervical hysterectomy had been done 30 
years ago. She believes that her ovaries and tubes 
were also removed at this time because of tubercu- 
losis. A tonsillectomy was done in 1920. After 
an x-ray examination two years ago, she was told 
that there were stones in the gallbladder. She 
admits to six induced abortions but no full-term 
pregnancy. Her maximum weight was 208 Ib. 
She smokes moderately and drinks 
occasionally. 

Physical examination revealed an ambulatory, 
obese white woman of heavy features and a 
husky voice, weighing 177 lb. and appearing her 
age. The skin of the face seemed thickened, and 
there was prominence of the infra-orbital fat pads. 
The palpebral fissures were widened, and an 
appearance of “staring” was apparent. Her blood 
pressure was 130/60. Her pulse was 64 and 
regular, and oral temperature was 99.6 F. There 
was an obvious mass in the area of the thyroid 
gland which was diffusely hard and smooth, with 
definable borders. The upper pole on the right 
extended 1 em. above the upper level of the 
thyroid cartilage, and the superior pole of the 
left lobe was at the level of the thyroid cartilage. 
The inferior margins disappeared beneath the 
sternum and medial portions of the clavicies on 
each side. There was no apparent infiltration or 
adhesions to the surrounding tissues of the neck. 
The lungs were clear, and there were no unusual 
cardiac findings. A well healed suprapubic mid- 
line abdominal scar was present, and there was 
moderate tenderness to deep palpation over the 
cecum and sigmoid colon. A fine tremor of both 
hands was present. The deep reflexes were dimin- 
ished but equal; the superficial reflexes were nor- 
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Fig. 1. Chest plate showing substernal extension with 
tracheal deviation. 


mal. No areas of hyperesthesia, hypesthesia or 
anesthesia were found, and there were no patho- 
logic reflexes. 

Laboratory findings were as follows: 

Blood: Erythrocytes 4,680,000, hemoglobin 92 
per cent, leukocytes 9,850 with a differential distri- 
bution of 21 lymphocytes, 4 monocytes and 75 
neutrophils. Serologic tests were negative. 

The urine was normal, and the stool showed no 
oceult blood. The gastric analysis showed hista- 
mine anacidity. 

The basal metabolic rate was minus 9 per cent. 

The intravenous glucose tolerance test showed 
the following: 


Fasting blood sugar 


“ “ 


J. INTERNAT. 
E. S. SINAIKO, C. H. LAWRENCE AND I. ZITMAN COLL SURG. 


Fig. 2. Posterior surface of the thyroid gland showing 
indentations conforming to the areas of tracheal 
compression. 


Struma lymphomatosa (Hashimoto) was consid- 
ered as primary diagnosis, with the incidental find- 
ings of cholelithiasis and histamine achlorhydria. 

Operation—A thyroidectomy was performed on 
Sept. 30, 1946, under intratracheal cyclopropane 
anesthesia. The usual technic was followed. The 
gland was hard, enlarged and not adherent, except 
pretracheally, to the surrounding structures. The 
surface of the gland was finely cobblestoned in 
appearance (Fig. 2). The isthmus was compressed 
by the enlarged right and left lobes. The gland 
partially encircled the trachea and extended below 
the border of the sternum and the medial portions 
of the clavicles. Beeause of the larger right lobe, 
the trachea was shifted to the left side. The 
thyroid gland was removed in the usual manner, 
difficulties being met because of increased bleeding 
due to distention of the blood vessels on the sur- 
face of the gland. Other difficulties were caused 


1% hour after 1/3 Gm. glucose I.V. per Kg. body weight 155 
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Blood cholesterol was 185, with 71 per cent 
esters. 

The electrocardiogram was interpreted as abnor- 
mal because of low amplitude of all T waves and 
small R and deep S wave in CFs, and diphasic T 
in CF;. The rhythm was sinus bradycardia. 

The roentgenogram (Fig. 1) revealed displace- 
ment of the trachea to the left with some compres- 
sion, which was thought to be due to a tissue 
mass in the right superior thoracic strait. Two 
large calcified stones were seen in the gallbladder 
in the cholecystograms. 


“ “ “ 129 
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by the excessive hardness, friability and rigidity 
of the gland. The usual hemostatic forceps were 
useless because they cut through the nonyielding 
parenchyma. Lahey thyroid forceps were used 
almost exclusively to control the bleeding and as 
a means of traction. Because of the extremely high 
position of the right superior pole, the superior 
thyroid artery was completely exposed to its union 
with the external carotid artery as a precaution 
against losing it. Another factor encountered, and 
one which is expected in struma lymphomatosa, was 
a marked adherence of the isthmus of the gland 
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Fig. 3. Cut surface showing mosaic pattern or pseudo- 
lobulated appearance. 


to the trachea. This was so extremely adherent 
that no plane of dissection could be found and 
rather than chanee an injury to the trachea, a 
small remnant of the thyroid was left behind in 
this region. Because of the enlarged size of the 
right lobe and because of its mechanical effect 
upon the trachea and possibly the esophagus, this 


lobe was removed in toto without much difficulty, 
exposure and ligation of the inferior thyroid artery 
being done as a preliminary step. Exposure of the 
right recurrent laryngeal nerve to avoid its injury 
was also necessary. <A portion of the left lobe, 
roughly 2 x 2144 x 2 em., was left, together with 
the left parathyroid bodies. A parathyroid body 
removed from the right lobe was ultimately re- 
implanted in the right sternomastoid muscle. A 
Penrose drain leading to the thyroid bed was 
brought to the exterior. The severed ribbon muscles 
which were transected to allow better exposure 
were resutured, the muscles were closed in the 
midline and the skin was united with clips. 
Extubation was followed by evidence of a free 
airway, and inspection of the vocal chords by 
direct vision showed them to be normal. 

The postoperative course was uneventful except 
for increasing myxedema which became evident be- 
fore the patient left the hospital, necessitating the 
postoperative administration of dried thyroid ex- 
tract, gr. 3 (.18 Gms.), daily by mouth. 

The pathologie report by Dr. Otto Saphir was 
that of two pieces of thyroid tissue, together weigh- 
ing 140 Gm. and measuring 8 and 814 em., respec- 
tively. The external surfaces were pinkish tan. 
The consistency was stony hard and finely nodular. 
The sectional surfaces were tannish grey and of 
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mosaic appearance and contained occasional widely 
spaced grey-white dots. In the center of the 
specimen occasional calcific plaques were seen. 


DISCUSSION 


From a summary of the literature made by 
Schilling, the following pertinent clinical 
data have been collected concerning struma 
lymphomatosa. 

Age of occurrence in years is between 40 
and 60. Sex incidence is almost 100 per cent 
female. Predominant symptoms are presence 
of a goiter with vague pressure symptoms. 
They are usually of years’ duration with re- 
cent acceleration. In general, these patients 
have had a goiter for years with diffuse 
thyroid involvement. Should x-ray therapy 
of the gland be tried, an excellent response 
may be expected. This response to x-ray 
therapy is pathognomonie of the disease. The 
postoperative course is usually uneventful, 
but is followed by myxedema and related 
metabolic disorders. 

In contrast to struma_ lymphomatosa, 
struma fibrosa or Riedel’s struma_ usually 
occurs in the 20-40 age group and in the 
male, 20-40 per cent. Duration of the goiter 
is usually one to two years, and 30 per cent 
are unilateral. There is no response to x-ray 
therapy, and should the patient undergo sur- 
gery, the postoperative course is often stormy. 
A follow-up study ordinarily shows no 
myxedema and oceasionally no relief of 
pressure symptoms; laryngospasm is common 
postoperatively. 

Struma fibrosa, the giant cell variant, as 
described by DeQuervain, is essentially like 
struma fibrosa (Riedel’s) clinically. It is 
believed to be a more acute form of the latter, 
eventually becoming a true struma fibrosa. 
The De Quervain giant cell variant of struma 
fibrosa differs clinically from the true struma 
fibrosa in that the postoperative course is 
usually uneventful, and there is a prompt 
remission of symptoms with no recurrence 
after surgery. It is exactly like struma fibrosa 
in its age and sex incidence and in its degree 
of thyroid involvement. Ordinarily the giant 
cell variant has a shorter antecedent history 
of goiter, that of 1-12 months. 

The pathologic characteristics of struma 
lymphomatosa are tabulated from the litera- 
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Fig. 4. Microscopic appearance (x 170) with typical appearance of 
lymphocytic infiltrate. 


ture by the same author, who describes the 
gross surgical appearance of the gland as 
pseudolobulated with a yellow cast, with a 
variable bleeding tendency and adhesions pre- 
tracheally only. Extent of involvement of 
the gland in struma lymphomatosa is 100 per 
cent. It is a diffuse involvement, and the con- 
sistency is firm. Ordinarily there are no 
adenomas; colloid, if present at all, is very 
scanty. The stroma of the- gland is of fine 
connective tissue, and there is only a slight 
to moderate increase of it (Fig. 4). The 
cellular infiltration of the parenchyma is 
densely lymphocytic with formation of lymph 
follicles and germinal centers. The blood 
vessels are described as being uninvolved. 

The pathologic characteristics of struma 
fibrosa differ from that of struma lympho- 
matosa in that the gross surgical appearance 
of the former is white and smooth, with a 
decreased bleeding tendency; the gland is 
adherent always to contiguous structures by 
very dense and generalized adhesions. In- 
stead of involving the thyroid completely, 
struma fibrosa in one third of the cases is 
unilateral, and the consistency of the involved 
area is bonelike. Adenomas may occasionally 
be present. In uninvolved areas, there is nor- 
mal colloid. The stroma shows marked 
fibrosis and hyalinization. The cellular in- 


filtrate in struma fibrosa displays a moderate 
number of lymphocytes and leukocytes in 
fibrous planes. There is a change in the blood 
vessels: the intima and media are thickened. 

The giant cell variant of struma fibrosa 
as described by De Quervain has essentially 
the same pathologic characteristics as Riedel’s 
struma or struma fibrosa, except possibly that 
the degree of fibrosis is less with less hyalini- 
zation. The gland is not quite as hard and 
the cellular infiltrate, in addition to the leuko- 
eytes and lymphocytes, also contains plasma 
cells, histiocytes and many pseudo and true 
giant foreign body cells. The blood vessels 
show some periarterial fibrosis and occasional 
intimal thickening. 

The importance of thyroiditis is primarily 
its differentiation from malignant disease. Of 
importance is that carcinoma rarely occurs 
in a previously normal gland. The sex inei- 
dence is not that of Hashimoto’s disease; 
approximately one third of the cases reported 
are in males. The carcinomatous gland is 
not smooth when palpated preoperatively, but 
has a nodular surface, and there is a fre- 
quent invasion of adjacent tissues and also 
lymph nodes. Struma lymphomatosa_in- 
volves the entire gland. Carcinoma follows 
more the pattern of Riedel’s struma, i.e., con- 
fined to a portion of one lobe or to one lobe. 
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In struma lymphomatosa the outline of the 
gland, although possibly generally enlarged 
or asymmetrically enlarged, is not distorted, 
and as Lahey ® points out, the anatomic out- 
line is retained as well as the sharp apex 
of the upper pole at the point where the 
superior thyroid vessels enter. 


TREATMENT 

Nothing is known of the etiology of Hashi- 
moto’s disease, therefore no measure of pre- 
vention can be taken. Faulty diet, metallic 
poisoning, virus and bacterial infections have 
all been considered but not proved, according 
to MeCarrison’s work and quoted by Lee et 
al.**® Unless definite symptoms of mechani- 
eal interference are present, Schilling* sug- 
gests x-ray therapy as the treatment of choice. 
However, in all events, a biopsy of the gland 
to rule out malignancy and to assure the 
diagnosis of Hashimoto’s disease should be 
made before this course of treatment is pre- 
scribed. Should mechanical interference with 
swallowing, breathing or phonation exist, the 
treatment is surgical. In this, total thyroidec- 
tomy is not necessary; rather, it is contra- 
indicated because (1) it is not necessary for 
relief of symptoms, (2) total thyroidectomy 
is unphysiologie since the patient is usually 
myxedematous, and (3) total thyroidectomy 
earries with it the risk of damage to the 
recurrent laryngeal nerve and the parathyroid 
glands. In our ease, however, the entire right 
lobe was removed because of its deform- 
ing effect on the trachea and possibly the 
esophagus. 

Complete resection of struma fibrosa is al- 
most impossible technically, and is attendant 
upon possible irreparable damage to the para- 
thyroid glands and the recurrent laryngeal 
nerves. Total thyroidectomy has its indica- 
tion in malignaney of the thyroid gland and 
is not necessary in struma fibrosa. 


SUMMARY 

A ease report of typical struma lympho- 
matosa is presented. It occurred in a woman, 
56, who had in the preceding two years noted 
symptoms ascribable to hypothyroidism with 
local pressure symptoms, due to a diffusely 
enlarging thyroid gland which, though hard 
and unyielding, was freely movable in the 
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neck and had definitely outlined borders. The 
gland was smooth. 

From these pertinent facts and findings 
which coincided with summaries of clinical 
characteristics of Hashimoto’s disease, it was 
possible to venture the preoperative diagnosis, 
ruling out struma fibrosa, carcinoma and the 
more common types of disease that involve 
the thyroid gland. At operation the diagnosis 
was confirmed by the surgical appearance of 
the gland and its almost pathognomonic tend- 
ency to adhere only pretracheally, being de- 
void of other adhesions. Extreme hardness 
and lack of pliability of the gland, its surface 
vascularity, pretracheal adhesions, high ana- 
tomic position of the right superior pole and 
substernal extension of the gland were the 
unusual features met with at its removal. 
Endotracheal administration of the anesthesia 
was used because of the deviated trachea. 
Early postoperative myxedema required 3 gr. 
of thyroid daily to maintain a normal clinical 
basal metabolic level. 


RESUME 


Un eas typique de struma lymphomatose 
est presenté. La malade Agee de 56 ans, avait 
pendant les deux annés précédentes eu des 
symptémes d’hyperthyroidisme associés avec 
compression locale due a l’hypertrophie de 
la glande thyroide. Le glande thyroide etait 
augmentée en volume et etait ferme et ré- 
sistante. La glande etait mobile dans le cou, 
présentait des bords unis, et une surface unie. 

Les symptomes coincidaient avec les carac- 
térestiques cliniques de la maladie de Hashi- 
moto. I] fut possible d’avancer un diagnostic 
préopératoire et d’exclure le struma fibrosa, 
le carcinome, et les maladies les plus usuelles 
de la glande thyroide. A 1l’opération, on con- 
firma le diagnostic par l’apparence chirurgi- 
eale de la glande et sa tendance presque 
pathognomique d’adhérer soulement a la paroi 
antérieure prétrachéale. Il n’y avait eucune 
autre adhérence. L’extréme dureté et manque 
de pliabilité de la glande, la vascularite de 
sa surface, les adhésions prétrachéales, la 
haute position du péle supérieur droit et 1’ex- 
tension sous sternale de la glande de la furent 
les difficultés non-usuelles que nous rencon- 
tranies dans son ablation. Vu la déviation de 
la trachée, on eut recours A l’anesthésie endo- 
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trachéale. Un myxoedéme post-opératoire 
nécessita 3 Gr. de thyroide quotidiennement 
afin de maintener un niveau clinique de mé- 
tabolisme basale. 


SUMARIO 


El autor presenta un caso tipico de estruma 
linfomatosa en una mujer de 56 anos de 
edad. La paciente presento manifestaciones 
de hipotiroidismo y sintomas locales de 
presion devidos a un crecimiento difuso de 
la glandula tiroidea. Esta glandula habia 
adquirido una consistencia muy dura a la 
palpacion, pero no estaba adherida y su 
superficie era muy liza. El cuadro clinico 
justifico el diagnostico pre-operatorio de 
enfermedad de Hashimoto, que fue compro- 
bado durante la operacion. El mixedema 
postoperatorio fue controlado con la admin- 
istracion de 20 centigramos de una prepa- 
racion de glandula tiroidea por dia. 


SOMMARIO 
L’A. riferisce un caso di struma linfoma- 
toso. Si tratta di una donna di 56 anni, la 
quale aveva notato—nei due anni precedenti 
l’operazione—la comparsa di sintomi di ipo- 


tiroidismo, con fenomeni di compressione 
locale, dovuti ad uno diffuso sviluppo della 
tiroide. Questa era liscia, dura, con margini 
netti, spostabile nel collo. In base a questi 
reperti ed ai sintomi clinici simili a quelli 
caratteristici del morbo d Hashimoto, venne 
posta la diagnosi di struma linfatico. Questa 
venne confermata al tavolo operatorio—dalla 
presenza di sole adesioni pretracheali e dall’ 
aspetto della tiroide: estrema durezza della 
ghiandola, caratteristica vascolarizzazione su- 
perficiale, estensione retrotracheale e posizione 
molto elevata del polo destro superiore. Per 
la deviazione della trachea, venne fatto ricorso 
all’anestesia endotracheale. La comparsa di 
precoci sintomi postoperatori di mixedema 
richiese la quotidiana somministrazione di 0.2 
er. di estratti tiroidei. 
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The Treatment of Prostatic Carcinoma* 


ROBERT McCAFFERY, M.D. anp ELMER HESS, M.D., F.1.C.S.** 
ERIE, PENNSYLVANIA 


q weft OMA of the prostate gland con- 
stitutes a problem still to be overcome 
by the combined efforts of the bio- 

chemist, neoplastic biologist, urologist and 

general practitioner. The finger of the latter 
is equally as important as the test tube, the 
laboratory animal and the endoscope. From 

a clinical standpoint, the rectal examination 

as office routine is paramount in early diag- 

nosis of prostatic malignancy. With ever- 
increasing life expectancy in the male popu- 
lation, the incidence of the disease is on the 
upgrade and requires the careful efforts of 
the general practitioner for its early discov- 
ery. Early diagnosis is today our only 
weapon in the conquest of prostatic carci- 
noma. The modern treatment of the disease 
in those patients brought to the physician by 
symptoms referable to the genito-urinary sys- 
tem is entirely palliative. We have not yet 
encountered a patient having such symptoms 
whose case was amenable to radical cure. This 
may be changed by the newer concept of 
hormonal therapy used as preparation for the 
radical perineal prostatectomy. 

The incidence of prostatic malignancy in 


our clinic is 17.09 per cent based on a six 


year period. 


Table 1.—Hypertrophy of the Prostate 
Simple Carcinoma Total 

141 161 

117 154 

155 188 

140 181 

159 192 

191 224 


903 
17.09 per cent Carcinoma. 


1100 


In this time there have been 1,100 cases of 
prostatic enlargement, of which 903 cases were 
diagnosed as simple hypertrophy and 197 


* Read before the Twelfth National Assembly, United 
States Chapter, International College of Surgeons, Chi- 
cago, Sept. 29-Oct. 4, 1947. 

** From the Urological Department, St. Vincent’s Hos- 
pital, Erie. 
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diagnosed as carcinoma. This percentage in- 
cidence of carcinoma is in keeping with the 
usual findings at other clinics. The rise in 
actual number of hypertrophy versus carci- 
noma is interesting, but probably not sig- 
nificant statistically. A year to year variation 
of this type is not unexpected. 

Age incidence of carcinoma of the prostate 
in our experience is shown in Table 2. 


Table 2.—Age Groups 


Youngest—47 


The highest incidence is in the 60-80 year 
groups, with the fifth and eighth decades of 
life showing a somewhat parallel’ level of 
incidence. The two cases in the fourth decade 
serve to call attention to the need for rectal 
survey in this age group. The youngest case 
here reported is 47 years old and will be 
singled out for later discussion. The pre- 
senting symptoms in this series are predomi- 
nantly those referred to the urologic tract. 
These patients have not been sent to the 
urologist before the onset of bladder neck 
obstruction or irritation. The selection of 
cases for radical attack is thus limited. Most 
patients have more than one presenting symp- 
tom. Hematuria in varying degree often is 
present as the primary complaint, but is usu- 
ally a recent symptom in a patient who has 
had frequency over a more protracted period. 
The complaint of frequency or of dribbling 
may often be due to overflow in an obstructed 
bladder neck. This accounts for the fact that 
Table 3 shows more symptoms than patients. 

The major symptoms which may be called 
nonurologie are back pain and weight loss, 
and these are usually present in patients hav- 
ing little or no urinary obstruction, but whose 


40-50 2 
50-60 
60-70 72 
70-80 77 
80-90 24 
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disease has already metastasized to bone or 
lung. It is in these patients that hormonal 


Table 3.—Symptoms in Order of Importance 
1. Frequency and urgency 89 
2. Inability to void 65 
3. Back pain 38 
4. Weight loss 32 
5. Hematuria 21 


Patients—197 


therapy with or without castration achieves 
its most spectacular results in palliation of 
subjective symptoms. It is safe to state that 
such therapy does not cure the disease. 

Metastatic carcinoma of the prostate, in 
common with malignancy in general, is best 
diagnosed by x-ray. 


Table 4—X-Ray Metastasis 


Pelvis Spine Thorax Other Bones Lungs 
46 30 5 9 3 


Number of patients showing metastasis—53 


Pelvis only Pelvis and Spine Spine and Thorax 
14 19 3 


Pelvis and Other Bones General Metastasis 
8 9 


This tabulation shows the x-ray findings of 
bone involvement in these 197 cases of carci- 
noma. X-ray evidence of metastasis is shown 
by 53. The highest incidence is in the spine 
and pelvis in the same patient, closely fol- 
lowed by lesions in the pelvis alone. Differen- 
tial diagnosis is the province of the roentgen- 
ologist. The correlation of x-ray findings with 
acid phosphatase levels is both difficult and 
confusing. The most common bene lesion re- 
quiring differentiation is Pazet’s disease, and 
in this condition there may be instances of a 
slight to moderate serum acid phosphatase in- 
crease. Skull changes in Paget’s disease help 
make the differential diagnosis.. 


Table 5.—Adenoearcinoma without Metastasis 
95 Cases 
Elevated sedimentation rate 5 
Elevated acid phosphatase 9 


Ninety-five of these patients were diagnosed 
as adenocarcinoma on the basis of biopsy. 
None showed evidences by x-ray or on physical 
examination of metastatic lesions. The sedi- 
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mentation rate was above 15 mm/1 hr. in five. 
This test is notoriously unreliable in diagnosis 
of malignancy, because it is so easily masked 
by the presence of an infectious process. The 
finding of an elevated serum acid phosphatase 
level in nine (9) patients may perhaps only 
serve to stress the limitations of x-ray and 
of physical examination in the detection of 
metastatic lesions. One patient demonstrated 
22 King-Armstrong units of acid phosphatase, 
but metastases were not uncovered. Con- 
versely (as shown in Table 6), 20 cases of 
adenocarcinoma with metastasis gave an inci- 
dence of elevated serum acid phosphatase in 
13 cases. Five cases showed normal levels 
and two cases are not recorded. Here it is 
evident that x-ray is superior to the chemical 
laboratory in the detection of metastasis. 


Table 6.—Adenocarcinoma with Metastasis 
20 Cases 


Elevated sedimentation rate 3 
Normal sedimentation rate 14 
Elevated acid phosphatase 13 
Normal acid phosphatase 5 


It is also evident that elevation of the sedi- 
mentation rate in three of 20 cases leaves 
much to be desired of this test as an aid in 
diagnosis. 

Patients with absent or minimal symptoms 
of urinary obstruction were not subjected to 
biopsy. Diagnosis was made by physical ex- 
amination and x-ray findings. As shown in 
Table 7, there were 33 such cases, 6 of whom 
showed elevated sedimentation rate, 17 showed 
elevated serum acid phosphatase, while 20 had 


Table 7.—Clinical Carcinoma without Biopsy 
33 Cases 


Elevated sedimentation rate 6 
Elevated acid phosphatase 17 
Metastasis 20 


x-ray evidence of metastasis. Twenty-six of 
these patients were subjected to bilateral sub- 
capsular orchiectomy as a palliative measure 
(Table 8). Seven had no surgical interven- 
tion. All were given stilbestrol for hormonal 
suppression of androgenic function. 

Table 8 shows the number of orchiectomies 
and the types of cases in which this operation 
was performed. Of interest is the item re- 
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ferring to 18 cases of clinical carcinoma of 
the prostate, in which the biopsy specimens 
were reported as histopathologically benign. 


Table 8.—Orchiectomies 


Clinical carcinoma 33 Orchiectomy 26 
Adenocarcinoma 116 Orchiectomy 87 
Undifferentiated carcinoma 27 Orchiectomy 16 
Scirrhus carcinoma 3  Orchiectomy 2 

Clinical carcinoma with 
benign biopsy 18 Orchiectomy 10 
197 141 


Diagnosis was based upon x-ray and physical 
findings, and orchiectomy was performed in 
10 cases. In several instances the latter pro- 
cedure was performed upon subsequent ad- 
mission. In this connection we are in, agree- 
ment with Barnes and associates,! who have 
shown that rectal diagnosis is superior to 
biopsy examination, particularly when the 
specimen is obtained from the urethral por- 
tion of the resected gland. They state that 
sections of tissue obtained from the dorsal 
portion of the gland near the capsule will 
show a higher incidence of carcinoma than 
sections taken at random or from the urethral 
portion of the gland. 

Bilateral subeapsular orchiectomy was per- 
formed in 141 of 197 cases of carcinoma of 
the prostate (Table 8). The operation was 
not performed in the remaining 56 cases for 
various reasons, the foremost of which was 
patient refusal. We try to evaluate our 
patients from a psychologic as well as a clini- 
cal viewpoint. The operation is carefully 
explained with stress laid upon the fact that 
only a portion of the testicle is to be removed. 
It is highly important that the explanation 
be as lucid as possible as regards loss of 
potency, especially to the more highly edu- 
cated or more intelligent patient. These per- 
sons expect and should receive a truthful 
prognosis regarding sex function, and it is 
the duty of the physician to see that this ex- 
planation is truthful and clear. The youngest 
patient in our series, a 47 year old profes- 
sional man, orchiectomized on a diagnosis of 
adenocarcinoma, has since demonstrated the 
necessity for careful preoperative evaluation. 
His reaction to loss of libido assumed the 
form of an extreme psychoneurosis. He states 
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he would rather have lost his life than his 
normal sex function, and perhaps at his age 
he has the proper attitude. Preservation of 
sex function is a large factor in the mind 
of the average male below 60 and must be 
considered in those over that age. Of course, 
we strive for an all-out attack on carcinoma, 
but we must remember that orchiectomy is but 
a palliative and not a curative measure. Its 
unpleasant aspects and sequelae must be bal- 
anced against its admitted salutary effects 
in relief of pain, improvement in weight and 
lengthening of life expectancy in this grave 
disease. 

The inactivation of adult prostatic epithe- 
lium subsequent to orchiectomy? in some in- 
stances can cause enough regression of ob- 
structing local growth to relieve urinary 
symptoms due to prostatic enlargement. Sur- 
gical treatment for obstruction may not be 
necessary in many of these patients. The same 
effect is obtainable with stilbestrol or natural 
estrogen administration due to the androgen- 
neutralizing properties of the estrogenic sub- 
stances. We believe that the estrogens are 
best used in combination with and subsequent 
to orchiectomy, and that employment of this 
plan of therapy as soon as diagnosis is made 
gives better results than the plan which saves 
orchiectomy and estrogens for last ditch use 
or than the plan which employs estrogen but 
reserves orchiectomy to the last. 

Operations upon the prostate gland are 
shown in Table 9. 


Table 9.—Operations on Prostate 
Patients—197 


Perineal 0 
Suprapubic 13* 
Transurethral 152* 


None 34 
199 
* Two patients had both 


As shown, 197 patients had 199 operative 
procedures, two patients having had both 
suprapubic and transurethral prostatectomies. 
In each instance the resection was done for 
recurrence of obstruction. Thirty-four pa- 
tients had no operation. The perineal opera- 
tions were not used, because radical operation 
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for cure was not deemed indicated in any of 
the patients. 
Hospital mortality is shown in Table 10. 


Table 10.—Hospital Mortality 


With surgery 9 
Without surgery 16 


Thus, 12.6 per vent or 25 of 197 patients 
died in the hospital; 16 of these were not sub- 
jected to prostatic surgery because of the poor 
operative risk entailed. 

Table 11 shows relief of symptoms in these 
patients. This is an empirical measure of 
immediate results with no attempt to give a 
long term evaluation. A prior report from 
this clinic tabulated a 3 year follow-up of 
cases done in 1942-43. Another and more 
comprehensive report is in the making. As 
shown in the table, the results vary from the 
most spectacular to the absolute negative. 


Table 11.—Relief of Symptoms 
4 plus 
3 plus 
2 plus 
1 plus 
None 
Nosurgery 34 


197 


The three- and four plus results total 94 
and make up those cases which render the 
procedures worth the effort. The 21 patients 
showing no improvement would have been 
better if not subjected to surgery. The above 
tabulation is not concerned with the cure of 
prostatic carcinoma, but only with the relief 
of symptoms. If patients could be seen before 
onset of symptoms, we could then employ the 
radical perineal operation which alone can 
claim cure of the disease by its complete eradi- 
cation. This subject is ably presented by 
Ormond‘ in a recent article. Another pro- 
cedure of promise is that of preoperative 
stilbestrol or orchiectomy, followed by radical 
operation when regression of the tumor has 
been established. 


CONCLUSION 


At present we believe that the best plan 
of treatment is (1) radical operation where 
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indicated; (2) orchiectomy followed by stil- 
bestrol with transurethral resection for relief 
of pain, regression of the prostatic carcinoma 
and relief of obstruction. It is our impres- 
sion that our best results are obtained in cases 
of adenocarcinoma. The more undifferenti- 
ated carcinomas do not respond to estrogenic 
therapy or orchiectomy. 


SOM MAIRE 


Actuellement, nous croyons que le meilleur 
traitement du carcinome de la prostate est: 

1. L’opération radicale quand elle est 
indiquée. 

2. L’orchidectomie suivie de 1’administra- 
tion, du stilbestrol, accompagnée de la ré- 
section transuréthrale pour soulager la dou- 
leur, retarder le process carcinomateux et 
remédier 1’obstruction. 

Les adéno-carcinomes nous ont donné nos 
meilleurs résultats. Les carcinomes les plus 
non-differenciés ne son soulagés ni par le 
treatement estrogénique, ni par 1’orchidec- 
tomie. 

SUMARIO 

De acuerdo con los autores el mejor trata- 
miento del cancer de la prostata, es: (1) la 
cirujia radical cuando esta es indicada; y 
(2) la orquiectomia seguida por la adminis- 
tracion de la estilbestrina y la reseccion trans- 
uretral para aliviar tanto la obstruccion como 
el dolor y favorecer si es posible la regresion 
del cancer. De acuerdo con los autores los 
carcinomas no diferenciados no responden a 
la opoterapia estrogenica o la orquiectomia. 


SOMMARIO 


Il trattamento piu’ indicato si riassume: 
(1) nell’operazione radicale, quando possibile. 
(2) nell’orchidectomia, seguita dalla resezione 
transuretrale e dalla somministrazione di stil- 
bestrolo per la regressione del cancro e per 
alleviare i dolori dovuti all’ostruzione uri- 
naria. I migliori risultati verrebbero con- 
seguiti negli adenocarcinomi. I cancri meno 
differenziati risponderebbero meno bene alla 
terapia estrogenica o all’orchidectomia. 
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( trophism the relation of nerv- 
ous trophism to vitamin B, and the 
probably specific curative action of 

aneurine in many forms of neuritis, the 

authors carried out some experiments on the 
sciatic nerves of rabbits to ascertain if any 
influence may be exerted by the use of vita- 
min B, on the effect of anesthetic drugs used 
for local and general anesthesia in surgery. 

The results obtained from these experi- 
ments may be summarized as follows: 

1. Aqueous solution of vitamin B, brought 
in contact with the isolated sciatic nerve of 
rabbits does not exert any anesthetic action, 
even if used in large doses and in contact 
with the nerve for a long time. 

2. Freely dissected sciatic nerves of a rabbit 
were surrounded with two small cotton balls 
of equal weight and size; the balls were satu- 
rated with the same amount of anesthetic 
solution of a given concentration. By adding 
on one side a little vitamin B, (2-500-5,000 
I. U. for 5 ee. solution), a remarkably longer 
duration of analgesia was observed on the 
side where the vitamin had been added to 
the anesthetic solution. The induction time 
of anesthesia was shorter, i. e., anesthesia 
appeared more promptly. This result was 
obtained with various anesthetic drugs (per- 
caine, novocaine, procaine, with or without 
the addition of adrenalin-like substances). 
Obviously the duration of contact of the anes- 
thetic solution was the same on both nerves. 

3. By exposing the sciatic nerve of a rabbit 
and inducing, on one side, anesthesia with an 
anesthetic solution of a given concentration, 
we observed on the other side an anesthetic 
effect of the same duration and intensity, 
even when using the same solution diluted 
to a concentration of one third or one half, 
provided vitamin B,; had been added. 

It is evident from these experiments that 
vitamin B, possesses the power of increasing 


* From the surgical Clinic, Rome University ; Director : 
Prof. Dr. Raffaele Paolucci. 


Augmented Action of Anesthetics by Vitamin B, 


GIOVANNI BAZZOCCHI, M.D., ann GIUSEPPE BOCCHETTI, M.D.* 
ROME, ITALY 


the action of the anesthetic solutions used, 
(See Bibliography.) 

After these results were obtained experi- 
mentally, the authors carried out clinical re- 
searches. On the basis of many cases treated 
in various hospitals with the same anesthetic 


method, i. e., by adding vitamin B; to the 
anesthetic drug, the authors found that by 
adding to the local anesthetic by infiltration 
from 15-30 mg. of vitamin B, (for 60-100 ee. 
of anesthetic solution), the quantity of anes- 
thetic drug could be remarkably decreased 
(to about one third or one half of the usual 
amount). 

Thus it was possible, for example, to operate 
on some extensive hernias by anesthetizing 
with 10-20 etg. novocaine diluted with water 
to which vitamin B,; had been added. 

The advantages of this method of anes- 
thesia are evident: decrease of general toxic 
action; attenuation of local toxic effect (mar- 
ginal necrosis, secondary dehiscence of sutures, 
ete.) ; possibility of infiltration anesthesia of 
far greater areas than usually possible. 

The authors also point out the renforcing 
power of vitamin B, in spinal anesthesia. 
They had previously observed that the intro- 
duction into the subarachnoid space of any 
anesthetic to which the vitamin indicated had 
been added, permitted reduction of the average 
dose of this solution to one third, while the 
same anesthetic effect was obtained. No 
deleterious effects were ever observed, either 
in wound healing (when using infiltration 
anesthesia) or any systemic reactions in the 
ease of spinal anesthesia. The troublesome 
headaches, which occasionally follow spinal 
anesthesia, were never observed. 

The mechanism through which vitamin B, 
exerts its reenforcing action on anesthetics is 
not as yet known. The authors believe that 
the results obtained may be interpreted on 
the hypothesis that vitamin B; improves and 
facilitates the absorption of the anesthetic by 


(Continued on page 81) 
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Personal Experience with Carcinoma of the 
Rectosigmoid and Rectum in Private Practice 


ABRAM O. WILENSKY, M.D. 
NEW YORK CITY 


this report comprises a personal expe- 
rience with carcinoma of the recto- 
sigmoid and rectum in private practice. The 
diseussion of the subject includes prepara- 
tion for operation, operative technic with 
special reference to preservation of the anal 
sphineter whenever possible, and follow-up 
results. The follow-up has been particularly 
efficient, especially in the last 10 years. 
Statistical Information.—There were 83 in- 
stanees located in the rectosigmoid and in the 
rectum proper. There were no anal cases. 
The details are as follows: 


ik material gathered and studied in 


Cases Cases 
Consultations and/or cases not 
studied personally ......... 22 
Cases clinically inoperable; not 
Explored and found inoper- 
Resections in continuity....... : 15 
Combined abdominosaeral 
and/or perineal ......... - 7 
Posterior operations ....... 8 
Posterior approach ........ 3 
Total explorations ........ 7 
Total resections ........... 36 
Total colostomies ......... 
DISCUSSION 


General Considerations——In none of the 
cases in this group was there any hereditary 
factor. There was no elicitable history of any 
preceding local lesion, such as hemorrhoids, 
fistulas, ete., nor of any form of scarring 
resulting from any such lesion. There was 
no history of any form of trauma upon which 
the later appearance of any malignancy could 
be predicted. 
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I gave testimony in a case in which a middle- 
aged man sustained an injury ¢9 the sacral region 
during a fall, and in whom © finite evidence of 
the trauma was alleged to he.e been visible at the 
time of injury. Later a e: «cinoma of the rectum 
developed, and the plaintiff attempted to estab- 
lish a causal relation of the tumor to the trauma. 
No expert evidence was, however, adduced to sup- 
port this and the contention of the plaintiff was 
denied. 


Lymphatic Spread.—Local extension of the 
malignancy into the appropriate lymph glands 
was not present to any great extent. Never- 
theless, there is frequent reference in the 
laboratory reports to penetration of the tumor 
through the bowel wall and to its spread into 
the neighboring fat and connective tissue. In 
practice, the most favorable results are to be 
expected in cases in which the tumor is 
entirely within the bowel wall and has not 
penetrated the external coat. Next in order 
are the tumors which, although they have 
succeeded in such penetration, have not in- 
volved the lymphatics or other tissues sur- 
rounding the bowel. Less favorable are the 
cases which have penetrated the wall of the 
bowel and have involved the neighboring 
tissues and/or the appropriate lymphatic 
channels and lymph glands. From the stand- 
point of local and general recurrence, the 
extent of the growth along the long axis of 
the bowel is less important than its growth 
through the thickness of the bowel wall with 
extension outside. In rectosigmoidal cases, 
the latter is of great importance because of 
the physical limitations of the pelvic cavity. 

The lymphatic spread from the rectosig- 
moid is always upward towards the abdominal 
cavity. If spread occurs in the other direc- 
tion, i.e, downward, forward and upward 
into the inguinal glands, it is evidence of the 
fact that the tumor has originated in or in- 
vaded the terminal anal portion of the large 
intestine, or the lowermost fat and connective 
tissue of the pelvic cavity. As a general 
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practical point, one may take it for granted 
that spread will occur upward if the tumor 
is at least 3-4 in. from the anal margin, 
i.e., above the embryologic line of union 
between the down-growing rectum and the 
upward-growing anal segment. 

Preoperative Local Complications. — The 
chief local complications in this group of 
eases included diverticulitis, perforation, ab- 
scess, local and/or general peritonitis and 
obstruction. Diverticulitis is usually the fore- 
runner of perforation, abscess and peritonitis, 
although this rule is not absolute by any 
means. Penetrations are usually chronic 
affairs and appear clinically as localized 
abscesses. There were two cases of this com- 
plication, in which there was no demonstrable 
evidence that the tumor had originated in 
a diverticulum. Sometimes it may be thought 
that the perforation has taken place through 
a diverticulum which became the seat of in- 
flammation because of its proximity in or near 
the growth. Commonly it is necessary to 
drain the abscess at first, establish the pres- 
ence of a malignancy later, and then act 
accordingly. 

Biopsies——Preoperative biopsies were al- 
ways made whenever it was technically pos- 
sible. Estimations of the prognosis (Brodie’s 
method) from such, specimens are not very 
reliable. No prognosis can be made from the 
gross appearance of the tumor, and the im- 
possibility of distinguishing purely inflamma- 
tory from neoplastic glands only adds to the 
difficulty. Duke’s method of studying the 
operative specimen is said to be somewhat 
better. Because of their unreliability none 
of these methods were employed in any case 
in this group. 

Preparation of Patient for Operation.— 
1. Preoperative Complications and/or Inter- 
current Disease. Cancerous disease, as illus- 
trated by this group of cases, as is well known, 
oceurs in later life, and the individuals are 
commonly afflicted with associated and/or 
complicating conditions and abnormalities 
which are important factors in the final re- 
sults. Such conditions include hypertension, 
cardiovascular disease in general and coro- 
nary artery disease in particular, and their 
associated thrombo-embolic lesions such as 
pulmonary and cerebral embolism and/or 
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hemorrhage. In all of these cases, judgment 
of the risk is important. The latter is based 
upon length of time the disease has existed, 
number of repetitions of acute episodes, 
amount of demonstrable damage present, 
amount of compensatory effort and of reserve 
still present, and frequency of occurrence and 
number and extent of their complicating 
effects upon other organs and systems. In 
integrating all of these facts, laboratory in- 
vestigations are not decisive, and for this 
reason personal experience is a most valuable 
guide. The patient should, therefore, never 
be without the attention and the surgeon 
should never be without the help and advice 
of a competent internist and/or cardiolo- 
gist. Cases with renal disease should be 
well studied from this standpoint also, and 
the risk contributed by this factor should 
also be evaluated. 

These complications and associated condi- 
tions (cardiovascular, renal disease, ete.) are 
improved as far as possible with medical 
measures. Frequently time and rest in bed 
are most important factors, as well as the 
ability to judge the proper moment for opera- 
tion. It is regrettable that corrective measures 
for these conditions are limited. 

2. General Factors. The important general 
factors to correct include (1) malnutrition 
and dehydration, (2) any protein deficiency 
and hypoproteinemia and (3) any anemia. 
Correction of these conditions, fortunately, 
always go together. The measures include 
parenteral glucose in saline, hydrolysates, 
plasma and blood transfusions. These are 
given according to indication and to the 
extent necessary for correction of the defi- 
ciency. A sufficient quantity of the necessary 
vitamins is also supplied. 

3. Diabetes. This is also a fairly frequent 
complication. Fortunately, with modern 
methods, this factor presents no difficult 
problem. 

If good recovery from any operation and 
efficient healing of the operative wounds are 
to be expected, all of these complications and 
deficiencies must be corrected before, during 
and after operation. Success depends many 
times upon well carried out, efficient and un- 
hurried preparation of the patient to the 
extent commensurate with the amount of de- 
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terioration and the degree of any complica- 
tion, as well as on a well planned and well 
carried out operation. Emphasis must be 
placed upon the fact that the preparation 
must never be hurried. 

4. Local Preparation. Local preparation of 
the bowel is done as thoroughly as possible. 
Nevertheless, if drastic cathartics are neces- 
sary, a sufficient interval should be allowed to 
enable the bowel to recover from the extraor- 
dinary stimulation before operation, as other- 
wise there is much discomfort from post- 
operative distention. 

Anesthesia.—In this series of cases, spinal 
anesthesia was used exclusively except when 
contraindications were indubitably present. 
In this experience, the usually accepted con- 
traindications—cardiac disease, advanced pul- 
monary disease, hypertension, ete.—were not 
so accepted, because it has been my experi- 
enee that even these patients stand spinal 
anesthesia better than any other. <A direct 
contraindication and practically the only one 
accepted was the presence of an intestinal 
opening with or without fecal discharge in 
the immediate proximity of the point of entry 
of the spinal needle because of danger of 
infection. Then some form of general inhala- 
tion narcosis was used. To put it epigram- 
matically, I feel that when spinal anesthesia 
can be used, no other form of anesthesia ap- 
proaches it; when some other form of anes- 
thesia must be used, no one of the latter has 
any superiority over the others. Rectal anes- 
thesia was never used. 


OPERATIVE PROCEDURES 


Operability.— About 60 per cent of the cases 
coming to operation were found suitable for 
primary radical removal of the growth. The 
radical operation is technically possible when 
there are not too many adhesions to neighbor- 
ing viscera, when the tumor has not grown 
into the pelvic wall, when adjacent viscera 
are not too extensively involved, when lymph 
node metastasis is not too extensive and when 
distant metastases are not present in the ab- 
dominal or other viscera. 

The size of the tumor bears no relation 
(1) to the lymph node enlargement, (2) to 
the presence of metastases, (3) to the oper- 
ability of the growth, (4) to the feasibility 
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of its removal and (5) to the possibility of 
retention of the sphincter. The size of the 
tumor is usually of no significance technically, 
and in any event the tumor is usually rela- 
tively and actually small. Its relative posi- 
tion in the rectum or rectosigmoid is not 
important. 

General factors, such as the general condi- 
tion of the patient, often only serve to delay 
performance of the radical operation until 
such time as the condition is satisfactory. 

It seems unnecessary to add that the radi- 
eality of any operation is in direct propor- 
tion to the earliness of diagnosis and of 
operation. A very important physical factor 
is obesity: the operative procedure is much 
more difficult, and the incidence of infection 
is greater and of much more serious nature 
when it occurs. This can be an almost insur- 
mountable obstacle to the performance of the 
operation, to the subsequent recovery of the 
patient and to the healing of the wound. 

The success of the operation in this type 
of major surgery is always in direct relation 
to the skill and experience of the operator, 
to the helpfulness and teamwork of the assist- 
ants and to good postoperative nursing care. 

Primary Nonobstructive Resections.—In 
our cases primary resection was always done 
in one stage with preservation of the sphincter, 
and without colostomy wherever and when- 
ever possible. I believe greatly in one stage 
operations for the following reasons: (a) one 
can always do a cleaner and a much more 
satisfactory job; (b) other things being equal, 
the mortality is less in my experience than 
in multiple stage operations; (c) in this class 
of patient, especially those in later life, a first 
stage operation and even an exploration car- 
ries mortality ; (d) in second stage operations, 
operative difficulties are increased; (e) the 
danger of infection increases with each stage ; 
(f) the final closure of any colostomy has 
considerable risk. 

Tumors in the upper part of the recto- 
sigmoid in favorable cases can be safely done: 
in one stage from above without colostomy. 
Nevertheless, such resections are sometimes 

difficult. 


The technic includes sufficient (a) ligation of 
the mesosigmoid and freeing of a sufficient length 
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of sigmoid; (b) liberation of the bowel below the 
growth sufficient for the subsequent suture; (c) 
resection of the tumor-bearing area; and (d) sub- 
sequent end-to-end anastomosis. This is the diffi- 
cult part, but it can be done. There need be no 
urge for extravagant removal of relatively exten- 
sive lengths of bowel on either side of the tumor 
when there are no glandular involvement and the 
tumor is apparently well encapsulated in the in- 
testinal lumen without penetration through the 
external coat. (Cf., section on lymphatic spread: 
supra.) 


It was noted that when rectal and/or 
rectosigmoidal tumors were so high that they 
were palpated with difficulty, or were demon- 
strated only through a sigmoidoscope or by 
x-ray, it indicated usually that they were 
above the reflection of the pelvic peritoneum 
and that they might be suitable for one stage 
abdominal operations. In the last several 
years, abdominal operations were primarily 
done in these cases, and it was always pos- 
sible to do the resection from above. 

When this technic was not possible, com- 
bined abdominoperineo- and/or sacral opera- 
tions were done. 

Combined Ovperations.—Combined abdom- 
inoperineo- and/or sacral operations were 
done otherwise for all rectosigmoidal tumors 
and for all high rectal tumors. The resection 
was always done in one stage, without colos- 
tomy, with end-to-end suture and with preser- 
vation of the sphincter. As experience with 
this type of operation grew, it was a great 
satisfaction to see how well the patients stood 
the operation. Combined operations have the 
important added advantage that they permit 
preliminary examination of the abdominal 
viscera and determination of the extent of 
any local inoperable spread or of distant ab- 
dominal metastases. 

I am not in favor of reversing this pro- 
cedure into a perineo-abdominal or sacro- 
abdominal operation. In my opinion, this 
is a technical error; it increases the operating 
difficulties and the risks of infection. If one 
decides to remove a carcinoma of the rectum 
through a sacral or perineal approach, there 
should be more than reasonable certainty that 
the operation can be completed by this method. 

The immediate success or failure of the 
various methods of combined operation, with 


CARCINOMA OF THE RECTOSIGMOID AND RECTUM 


JAN.-FEB. 
1948 


immediate end-to-end suture of the opposing 
stumps in the second step, or sacroperineal 
part of the operation, depends on adequate 
mobilization, a long mobile sigmoid, absence 
of sigmoiditis and mesosigmoiditis, adequate 
blood supply and skill and experience on the 
part of the operator. As experience accumu- 
lates, the possibility of retaining the sphincter 
increases without enlarging any immediate or 
future risk of mortality or recurrence. 
Combined abdominoperineo- and/or sacral 
resection in continuity with preservation of 
the sphincter and without colostomy undoubt- 
edly creates a greater technical problem than 
total extirpation of the rectum (Quenu opera- 
tion). Two difficulties have previously barred 
a wider willingness to conserve the sphincter 
in suitable cases. The first is the difficulty of 
securing primary healing between the anal 
and sigmoid stumps. But this is actually no 
greater than in similar resections of the sig- 
moid proper with end-to-end suture, and there 
should be no differentiation on this score. The 
second difficulty has been infection. But 
modern chemotherapy with penicillin and 
drugs of the sulfa group used before opera- 
tion, locally in the wound and immediately 
thereafter has made this risk relatively small. 
The reward in personal satisfaction and in 
the gratefulness of the patient is so great as 
to make the effort very much worthwhile. 
Posterior Resection Operations.—Conserva- 
tive, sufficiently radical resection of the 
rectum in continuity without colostomy and 
with immediate direct end-to-end anastomosis 
can be carried out from below, this was re- 
peatedly done in this series. The method 
was used by Grey Turner’ with considerable 
success in 1935, and by Wood and Wilkie* 


earlier. 


The various steps of the operation include in- 
cision along the left border of the sacrum wall 
down below the coceyx, with excision of the coceyx 
and, if necessary, the lower segment of the sacrum; 
sufficient liberation of the posterior, lateral and 
anterior aspects of the rectum with as much of 
its neighboring soft tissues as-possible, including 
the rectal fatty capsule, mesorectum and glands, 
well into undoubtedly healthy tissue. Commonly, 
the size and the situation of the tumor make open- 
ing of the peritoneal cavity necessary; this facili- 
tates removal of the high retrorectal lymph nodes. 
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The tumor-bearing portion of the rectum is sec- 
tioned with the thermocautery between the clamps, 
and the proximal extremity is sutured to the anal 
stump in the orthodox manner. 

One refinement of technic, which I have found 
has added to the success of healing by immediate 
union, has been a three-layer suture: one for the 
mucosa, one for the mesial fibrous and muscular 
layer and one for whatever peritoneal layer is 
available plus the rectal capsule. 


Blood supply at the line of junction after 
resection of the tumor-bearing portion de- 
pends upon the point of ligation of the 
superior hemorrhoidal artery; and, although 
a high ligation is frequently necessary, this 
should and can be tempered by the necessities 
of the occasion and the will not to be too ruth- 
less when the occasion does not demand it. 
If there has been judicious arrangement of 
the lines of section, a relatively good blood 
supply can frequently be retained and the 
amount of marginal necrosis can be limited. 
Commonly a fecal fistula forms; but this 
should be no more deterrent to the determina- 
tion to retain the sphincter than it is or would 
be in a resection of the sigmoid with end-to- 
end suture. Occasionally, too, the effort is 
rewarded by a healing with so little marginal 
necrosis that the fecal fistula is negligible or 
entirely absent. . 

Conservation of the Sphincter—Retention 
of the sphincter in any case is possible when- 
ever a radical operation is possible—when 
the lower border of the malignancy is at 
least 3 in. from the anal margin—and depends 
upon the presence of a long, mobile, unscarred 
sigmoid and mesosigmoid. 

The method of approach for performance 
of the radical operation does not materially 
alter the possibility of doing a resection in 
continuity and retaining the sphincter. The 
latter may be combined with any of the types 
of combined abdominoperineal or abdomino- 
sacral approach and technic as well as with 
purely posterior types of operation via the 
sacral or perineal route. In the light of 
present knowledge of the spread of the dis- 
ease, the type of operative approach should 
depend on whether the growth is entirely 
below the peritoneum, above and below, or 
entirely above, as well as on whether the 
disease is still local or has spread to the 
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lymphatic channels. For the purpose of con- 
serving the sphincter, it is not necessary to 
give up a single item of radicality in per- 
forming the operation. One can remove the 
entire malignancy with all of its lymphatics 
and all anatomically associated lymph glands 
which show the slightest evidence of enlarge- 
ment; one can include a wide dissection and 
excision of any suspicious tissue, if the tumor 
has already perforated the bowel wall; and, 
if necessary, one can also include the removal 
of any neighboring organ (uterus, prostate, 
etc.), if it should seem to be involved by ex- 
tension of the growth. 

Complete Proctectomy by the Posterior 
Route.—In all cases in this series in which 
the tumors were situated below what was 
assumed to be the embryologie point of union 
between rectum and anus—practically this 
meant at least 3-4 in. above the anal margin— 
a complete proctectomy was done by the pos- 
terior route alone (Kraske, sacral, and/or 
perineal operations). When enlarged glands 
were present and seemed involved with 
tumor, much greater care was taken to clean 
out the mesorectum and the surrounding cellu- 
lar tissue because of danger of local recur- 
rence, abdominal metastases and _ possible 
metastases into the inguinal glands. As indi- 
eated previously, the last was possible even in 
higher placed tumors, in which the surround- 
ing pelvic tissue was possibly infiltrated with 
tumor. 

In very favorable cases, especially in women 
with a justo major type of pelvis and with 
an extraordinarily wide interval between the 
two tuberosities of the ischia, it is possible 
to avoid resection of the sacrum and some- 
times even of the coccyx in removing these 
growths from below. This is the perineal type 
of operation. It carries the added advantage 
that the immediate mortality of the operation 
is less, that the time of convalescence and 
healing is much shortened, and that all the 
inconvenience, pain, danger of secondary 
hemorrhage, ete., inherent in a wound con- 
taining infected bone, are eliminated. 

Multiple Stage Operations.—No case in this 
series was done in multiple stages except in 
the presence of preceding obstruction. In 
the absence of the latter, I have had better 
results with primary one stage operations. 
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**Drawing Through’’ Operations.—No case 
in this series has been done by the ‘‘ drawing 
through’’ method (Mandl and Goetz,* Hoch- 
enegg*). The ‘‘drawing through’’ operation 
is not as successful as the end-to-end suture. 
Secondary abscesses are common and because 
these are often dangerously difficult to drain 
properly, the operation is usually a technical 
failure. 

Local Resection.—In this series were several 
eases in which the disease was permanently 
eradicated by a local excision. This is espe- 
cially applicable to malignant adenomas, in 
which the malignancy is usually at the periph- 
ery and in which the base is not involved. 
An example is the following: 


In 1928, a malignant adenoma about the size 
of a tangerine was removed by local resection 
which did not inelude the entire cireumference of 
the bowel, through the sacral approach. At the 
10 year follow-up examination, the patient was 
perfectly well in every sense of the word. 


Obsructive Resections.—In the presence of 
any degree of obstruction, the bowel was first 
decompressed by formation of an artificial 
anus. In doing this, the latter was always 
made sufficiently far away from the tumor, 
so that the subsequent secondary radical re- 
moval would not be technically hampered. In 
rectosigmoidal tumors this meant a cecostomy 
or a transverse colostomy. The actual re- 
moval of the tumor was done at a second 
stage. When the primary colostomy was done 
far away from the site of the tumor, it was 
possible to do the resection without changing 
the technic of removal from that in unob- 
struced cases, and there was no difficulty from 
the presence of adhesions formed in and after 
the primary decompression operation. Under 
these conditions the risk of the secondary 
radical removal was least. When the fistula 
was close to the tumor-bearing area, as when 
a sigmoid colostomy was too close to a recto- 
sigmoidal cancer, the risk was greater ; so that 
in later cases the colostomy was always made 
on the right side with obstructive rectosig- 
moidal growths. 

Colostomy.—In making a colostomy, I have 
operated as follows: 

The abdominal incision is not made unduly long. 
‘ After the bowel has been satisfactorily delivered 
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outside of the abdominal cavity, interrupted sutures 
are taken all around the incision including the 
peritoneum, the fascia and the skin, and the ends 
are left long. One end of the suture then picks 
up the bowel, as nearly as possible always in the 
longitudinal striae only through the muscular 
layer. When the sutures are tied, the skin becomes 
approximated to the peritoneum, and the raw area 
in the thickness of the abdominal wall is entirely 
covered and protected from any infection. The 
bowel hangs by a purely peritoneal attachment. 
A narrow gauze tape is packed all around in the 
crevice between bowel and skin, and the surround- 
ing abdominal skin area is covered with vaseline 
gauze and the whole area by an outer thick dress- 
ing. In my experience, such a wound has never 
broken down and the wounds heal by primary 
union. There is a minimum of postoperative care. 


Palliative Colostomy in Inoperable Cases.— 
In this series no palliative colostomy was done 
in the presence of a general abdominal car- 
cinosis or whenever it seemed that the span 
of life remaining was of very short duration. 
Palliative colostomy was reserved for those 
eases in which the tumor was locally inop- 
erable for any reason or in which the distant 
abdominal metastases were not too many or 
extensive. Colostomy was done in these cases 
in the belief that many such tumors are rela- 
tively slow-growing, and that because of this 
the presence of the colostomy would obviate 
any possible later obstruction and would con- 
tribute materially to the comfort for the re- 
maining time of life. I do not believe that 
palliative colostomy is otherwise indicated. 

Chemotherapy.—Ever since chemotherapy 
was available, it was used in this group of 
eases both preoperatively and postoperatively 
as a prophylactic measure. Preoperatively all 
cases were given large doses of sulfasuxidine 
for at least three days prior to operation. 
At the completion of operation, sulfanilamide 
powder was insufflated over the entire opera- 
tive field both intraperitoneally and in the 
abdominal wall. Only a thin layer of the 
powder is necessary ; thick masses lead to cak- 
ing and to later dangerous complications. 

In the immediate postoperative period 
chemotherapy was used in addition as a 
general measure and consisted of large doses 
of penicillin at three hour intervals given 
hypodermatically and of sodium sulfadiazine 
given intravenously with the parenteral fluids 
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and, as soon as possible, by mouth. This was 
continued until all signs and danger of a 
general or local infection had passed and with 
due regard to any toxic manifestations.* It 
is my experience that both of these agents 
together have a better effect than either one 
alone.** 


POSTOPERATIVE MANAGEMENT 


Immediate Care.—The routine immediately 
after operation comprises: (1) parenteral ali- 
mentation ¢t including (a) glucose and saline 
infusions, either alone or (b) combined with in- 
travenous amino acids and (¢c) plasma and/or 
blood transfusions given in the order of the 
severity of the indication. Sufficient of the 
necessary vitamins were also provided. (2) As 
soon as the immediate reaction from the opera- 
tion was seen to be good, simple fluids without 
solid content were permitted by mouth to the 
capacity of the individual to which the 
amount of parenteral alimentation was ad- 
justed. (3) Due attention was continued to 
any’ preoperative associated condition (car- 
diae, renal, diabetes, ete.). (4) Food is given 
as soon as the bowel has begun to act; paren- 
teral alimentation is then proportionally dis- 
continued; thereafter a high caloric, high 
protein, otherwise balanced diet is given which 
will have the least residue. 

Bladder and Bowel Function. — Bladder 
function has never been a difficult problem 
in any of the cases in this group. No attempt 
was made to evacuate the bowel until some 
gas had been spontaneously expelled; when 
indicated, this might be aided by prostigmine 
administered at six hour intervals. In favor- 


* There has been an experience in another series of 
cases in which penicillin was followed by a scarlatiniform 
and urticarial rash, vomiting, temperature of 105 and 
esitus. (Wilensky: J.A.M.A. 131 :1384, 1946.) 

* This was iliustrated in a case of pylephlebitis in 
whieh a cure was obtained finally by such combined use 
of penicillin and sulfadiazine. (Wilensky: New York 
State J. M. 44:2082, 1945. 

As eT formula for the parenteral solution is the 
followin 


Amino-acids 30 Gm. 
Solu-B 1 ampule 
Glucose (5 per cent) in 
normal saline solution 1,000 c 
A safe rate of speed for the sdatdlehwation is 30 drops 
to the minute. 
Solu-B is a vitamin preparation of special potency for 
intramuscular use. Each ampoule contains the following: 
biamine hydrochloride 10 mg. 
Riboflavin 10 mg. 
Pyridoxine hydrochloride 5 mg. 
Calcium — 50 mg. 
Nicotinamide 250 mg. 
Only one ampule is given in 24 hours. 
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able cases, fecal elimination will occur without 
further aid, but in any case no cathartic is 
given for at least six days after operation. 
Any rectal accumulation is determined by 
the examining finger, and on occasion the 
intestinal function may be started by giving 
a very low and small enema. 

All of the above was always tempered as 
indications arose by the immediate necessities 
of the occasion. As a general rule, however, 
this routine has been and can be followed 
regularly without much modification. 

Wound Dressing.—The first routine dress- 
ing of the wounds was not done until the fifth 
or sixth day. Thereafter dressing was done 
as infrequently as possible with due regard 
to any fecal leakage. 

Early Ambulation—In this series, no pa- 
tient was permitted out of bed until general 
physical condition and state of local healing 
in the operative area and in the abdominal 
wall was satisfactory, in addition to the satis- 
factory functioning of the bowel. This usually 
meant within the first week in purely posterior 
operations, to within the second week for 
combined operations. In my experience early 
ambulation, i.e., getting a patient of this type 
out of bed on the first or second day follow- 
ing the operation, is neither consistent with 
the strenuousness of the operation and the 
strength of the patient, nor does it eliminate 
those complications which early ambulation 
is said to prevent. In this series, there was 
no instance of postoperative thrombosis or 
embolism. 


RADIOTHERAPY 


No case in this series was given radio- 
therapy as a prophylactic measure before op- 
eration. On the other hand, with very few 
exceptions all cases were given postoperative 
radiation therapy. Since the early days, the 
intensity of the latter has been very much 


diminished because of several bad experiences 


which I have had due to the late effect of 
the radiotherapy. 


POSTOPERATIVE COMPLICATIONS 


There have been comparatively few com- 
plications during the immediate postoperative 
period. These included (a) perforation in the 
suture line, leading most commonly to local 
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abscesses or fecal leakage of a temporary 
nature ; (b) intestinal obstructions which have 
also occurred much later; (¢) stricture of 
the stoma which occurred in one case; and 
(d) new pulmonary complications. These 
complications which had existed before oper- 
ation, usually continued and were treated 
accordingly. 
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Complications in Healing of Resections in 


Continuity.—Fistulas persisted in five of the 
cases of resection, three in the combined group 
and two in the posterior approach group. 
These and their final results are as follows: 


1 case: closed spontaneously after several months. 
Follow-up “well,” 10 years. 

1 case: easily closed by simple plastic operation. 
Follow-up “well,” 10 years. 

1 case: fistula was about 4g inch in diameter 
and could easily have been closed; the 
patient refused this. Follow-up “well,” 
10 years. 

1 ease: posterior resection; a rather large cloacal 
opening remained; two unsuccessful at- 
tempts were made to close this, the last 
time after diversion of the fecal stream 
by cecostomy; this might possibly be due 

to radiation therapy effect on the tissues. 
Follow-up otherwise with no recurrence, 
2 years. 

1 case: combined abdominoperineosacral resection 
in continuity with preservation of the 
sphincter in November, 1944. Healing 
disturbed by partial subcutaneous rupture 
of wound in spite of layer suture re- 
enforced with through-and-through ten- 
sion sutures. Thereafter repeated bouts 
of temporary ileus always spontaneously 
relieved until March, 1945. Then an epi- 
sode occurred for which operation was 
necessary. The obstruction lay in the 
loop of small intestine in the ventral 
hernia. In freeing this, an opening was 
inadvertently made, and the latter was 
then made use of as an enterostomy. 
Because this was very high up, all nourish- 
ment eseaped practically immediately 
through the fistula. In order to correct 
this, a third operation was necessary in 
which (1) the general abdominal cavity 
was entered, (2) the loop in the hernia 
was disconnected at both ends from the 
rest of the alimentary canal with closure 
of both ends intraperitoneally, and (3) 
with reestablishment of the intestinal 
continuity by anastomosing both stumps 
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of the small intestine where the loop had 
been disconnected and cut away. The 
loop was left in situ and drained through 
the original external opening. At the 
present writing—February, 1947—over 
two years after the primary resection, the 
bowel functions normally, the intestinal 
fistula drains variable amounts of jejunal 
secretion, there is no demonstrable re- 
currence or metastasis of the tumor, and 

_ the patient feels well and goes about his 
business. 


RESULTS 
The following is a detailed summary of the 
results : 
Results—All Types of Operations 
Cases Cases 


Follow-Up 
Cases Cases 


Recurrences . . 4 


1 year, recurrence in inguinal 
2 years 
3 years, benign intestinal ob- 
struction... 
Follow-Up “Well” ........... 22 


No Mollow-Up 8 

Palliative colostomies ...... 5 


HOR 


Results by Types of Operation 

Cases Cases 

Resection in Continuity....... 8 
Posterior approach 
Follow-Up “well” 

10 years... 

3 years . 
2 years... 
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2 
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Results by Types of Operation (Continued) 


Recurrences 


1 year (benign intestinal 
obstruction) . . 
Combined Operations 
Follow-Up “well” 
10 years 
No follow-up 
Operative death 
Gas bacillus infection.... 
Proteus general infection. . 


Proctectomy 
Cases Cases 
Posterior Approach 16 
Follow-Up “well” 


Recurrences—local 
3 years... 
Metastases—distant 


Operative deaths 
No follow-up 


Follow-Up “Well” 2 
7 years.. 
2 years... 

Local Excision — Posterior Ap- 


J. 
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Quenu (Continued) 
Follow-Up “well” 


Palliative Colostomy 
Operative deaths 
No follow-up . 


SUMMARY 


Eighty-three cases of carcinoma of the recto- 
sigmoid and rectum are studied with atten- 
tion to statistical information, preparation of 
the patient, various forms of operative treat- 
ment, chemotherapy, radiation therapy and 
results with follow-up observations. There 
was a 60 per cent operability and an imme- 
diate mortality of 10.9 per cent. The survival 
rate in 22 cases which underwent radical oper- 
ation was as follows: 12 patients were alive 
and well at the five year period; 9 additional 
patients were alive and well at the 10 year 
period; and one patient is alive and well 
after 25 years. 


BIBLIOGRAPHY 


Grey Turner, G., wy. Operative Surgery, 2d Ed., 
Baltimore, William Wood & Company, 1935. 
Hochenegg, » Wien. klin. Wehnschr. 1:254, 1888. 
= Mandl and oct, Quoted by Ewing, Neoplastic Diseases, 
Wood, and Wilkie, D. P. D., tdinburgh 3. 
40: 1933. 


* These two cases were pedunculated growths in which 
it seemed that a local ex¢ision would be sufficient. How- 
ever, the histologic report was carcinoma, but the patients 
have remained well nevertheless and are still being seen. 

** This was a carcinomatous ulcer in the rectum, the 
third, apparently independent, manifestation of malignant 
intestinal disease in a single individual. A local excision 
was done in the unwillingness to “give up.” The man is 
still being seen and he is entirely well since. 


AUGMENTED ACTION OF ANESTHETICS BY VITAMIN Bi 


(Continued from page 72) 

nerve structures. This is plausible because 
vitamin B,, when used alone, does not exert 
any anesthetic effect; its power of increasing 
the anesthetic action becomes gradually less 
active or may even disappear, when the dose 
of anesthetic drug used is gradually decreased 
or attains its minimum. 


SUMMARY 
The authors have demonstrated, experi- 


mentally and clinically, that vitamin B, pos- 
sesses the power of increasing the effect of 
anesthetic drugs used in surgical practice, 
either by local infiltration or by general or 
spinal anesthesia. 


BIBLIOGRAPHY 


1. Bazzocchi, G., e Bocchetti, G., Potenziamento degli anes- 
ta at vitamina Bi, Atti e Momorie Soc. Romana di Chirur. 

‘asc. 

2: ‘mandi G., e Bocchetti, G., Sull’azione potenziatrice 
della vitamina By, sull’effetto degli anestetici per uso locale 
e tronculare, Gior. ital. di anest. e di analg., 1947. 
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aspiration of gastric and upper in- 

testinal secretions in the treatment of 
ileus originating either from intraperitoneal 
infection or from primarily physical crippling 
of the small intestine goes back more than 60 
years. The monograph, ‘‘Intestinal Sur- 
gery,’’ by Nicholas Senn,' should be required 
reading for medical students, who currently 
seem to be led to believe that intestinal de- 
compression by other than operative means 
is a therapeutic measure originating after 
1930. Senn in 1889 quoted extensively such 
German surgeons as Kussmaul, Kuester, Rehn 
and Heusner who advocated decompression 
not only in preparation for surgical attack 
on the cause of obstruction but as the sole 
definitive treatment under certain circum- 
stances. These early proponents of such 
therapy noted that it accomplished three ob- 
jectives: diminution of intra-abdominal ten- 
sion, relief of distention of the obstructed 
loops and decrease in the violence of their 
peristalsis by evacuation of their contents. 
In 1924, Matas recorded his experience with 
continuous drainage of the stomach by the 
Jutte tube with numerous case reports and 
advocated such decompression ‘‘in all ob- 
structive or paretic states of the bowels.’’? 
He commented, ‘‘By draining the stomach, 
the gastric tube acts in reality as an artificial 
anus which empties the upper intestine of 
its toxic contents and diminishes the ab- 
dominal tension caused by the pent-up gases, 
thereby adding enormously to the comfort of 
the patient.’’ 

Yet continuous syphonage of the gastric or 
duodenal contents through the indwelling 
nasal catheter required frequent aspiration 
by syringe to reestablish syphonage and 
placed a heavy demand on nursing personnel 
prior to the publication by Robertson Ward #* 


[oe use of the stomach tube for the 


* Read before the Twelfth National Assembly, United 
States Chapter, International College of Surgeons, Chi- 
cago, Sept. 29-Oct. 4, 1947. 

** From the Dept. of Surgery, St. Louis University 
School of Medicine. 


The Concept of Pyloric Balance in Ileus* 


WILLARD BARTLETT, Jr., M.D., F.A.C.S.** 
ST. LOUIS, MISSOURI 


in 1930 of a device for the application of 
constant suction to the Levin tube. Ward 
recorded the use of this method in the post- 
operative care of patients with paralytic ileus 
with or without peritonitis, intestinal ob- 
struction, acute gastric dilatation (with which 
he was primarily concerned) and for per- 
sistent postoperative vomiting without ileus 
for a period of five years in the University 
of California Hospital. His conception of 
continuous suction was almost solely limited 
to that of symptomatic relief of distention 
and nausea. 

Unquestionably, however, in the years prior 
to 1930 the majority of surgeons favored 
enterostomy as the method of choice in the 
decompression of the bowel in ileus, of what- 
ever origin, with general agreement on the 
proviso that, to be effective, it must be per- 
formed before the disappearance of peri- 
stalsis.4 In the light of present knowledge, 
the earlier preference for enterostomy as a 
means of decompression in full-blown ileus 
can be readily understood. It was, in the 
majority opinion, more certain of achieving 
successful decompression and was life saving 
in such instances. The reasons for this were 
threefold : 

1. There was, generally, failure to realize 
that the clinical picture in advanced ileus 
was much the same whether the origin lay 
in peritonitis or in a purely mechanical ob- 
struction, yet advanced ileus was usually the 
presenting picture with which the surgeon 
was confronted. The possibility of differen- 
tiation by x-ray examination between para- 
lytic ileus in an early phase due to peritonitis 
and the early stages of mechanical intestinal 
obstruction was not widely appreciated for 
fully 10 years after the first publications by 
Case® in 1915. The inexactness of clinical 
differential diagnosis during the earlier phases 


of the disorder even in patients under hos- 


pital treatment is exemplified by Wilkie’s® 
report of 1928, that in a series of patients 
dying of alleged peritonitis with paralytic 
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ileus within 10 days after appendectomy 
autopsy revealed mechanical intestinal ob- 
struction in 75 per cent. In such instances, 
of course, enterostomy was at its best in any 
but the terminal state. 

2. Of possibly greater importance was the 
inadequacy of replacement therapy as we 
know it today. Prior to the formulation by 
Coller and Maddock‘ and their associates in 
1934 of quantitative rules for replacement 
and maintenance of tissue fluids, there was 
only a limited realization of the principles 
to be followed in the hydration of the patient 
with abnormal fluid losses or of their shifts 
within the body though the basic importance 
of losses of water and sodium chloride in 
experimental, simple intestinal obstruction, 
had been established some 10 years pre- 
viously.}® It was not realized that large 
protein losses from the plasma into obstructed 
loops took place, nor were plasma, human 
serum albumin and amino acids available. 
Such an excellent clinical observer as my 
father who advocated repeated blood trans- 
fusions for all patients who were gravely ill 
(‘‘When in doubt, transfuse!’’) was criticized 


for using blood transfusions too freely, in 
a period when the importance to the cireu- 
lation of maintaining the total plasma pro- 
teins was barely suspected. Nor was oxygen 
administered continuously to patients who 


were not grossly cyanotic. “Obviously, the 
race, to be won, had to be run swiftly. Once 
ileus developed, the usual supportive treat- 
ment consisted of occasional gastric lavage, 
the daily vicarious administration of 1 or 2 
liters of isotonic solution of glucose and 
sodium chloride, hot stupes to the abdomen 
and liberal amounts of morhpine. Enteros- 
tomy, when effective, achieved decompression 
far more rapidly than did gastric or duo- 
denal intubation by the indwelling nasal 
catheter. While awaiting the slower decom- 
pression of the latter method, the poorly 
supported patient might well die of peripheral 
circulatory collapse. In the average hands, 
in brief, enterostomy was safer because it was 
faster. 

3. Finally, there was too rigid a concep- 
tion (a) of the obstructive episode and, (b) of 
the pathologie factors in the bowel itself at 
the site of simple, mechanical obstruction. 


W. BARTLETT 


J. INTERNAT. 
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The dramatic features of the management of 
late intestinal obstruction, in which the pa- 
tient was frequently transported from the 
ambulance entrance directly to the operating 
room, made a thoughtful consideration of 
earlier events in the patient’s history im- 
possible. The operative mortality of ab- 
dominal exploration in the presence of dis- 
tention, whether completed by a definitive 
operation or by enterostomy, was approxi- 
mately 50 per cent and the survivors had a 
stormy course, usually with persistent ileus 
for several days. 

To recapitulate, only the surgeon who was 
familiar with the symptomatic relief afforded 
by the indwelling nasal catheter, who per- 
formed enterostomy by a technic? that de- 
liberately precluded the possibility of abdomi- 
nal exploration (other than visualization of 
the nature of the peritoneal fluid) and whose 
plan of supportive treatment was adequate, 
was likely to arrive at the realization (1) that 
the state of relatively complete obstruction 
was often transient even though the obstruct- 
ing mechanism was not attacked directly and 
(2) that the palliative effects of nasal catheter 
decompression could be extended into the 
therapeutic field as adjuvant or even as the 
sole definitive treatment of the episode of 
acute obstruction. 

Having made use of continuous syphonage, 
prompted by intermittent syringe aspiration, 
as adjuvant treatment with enterostomy in 
all forms of ileus, I was much impressed with 
the increased efficiency of suction during per- 
sonal observation of Ward’s use of his device 
in postoperative care in 1930 and applied it 
in the management of subsequent patients. 
In 1931, the following views were formulated 
and recorded: 1}! 

1. Patients with mechanical, small intes- 
tinal obstruction presenting themselves with 
advanced ileus remotely after previous ab- 
dominal operation or intraperitoneal infec- 
tion frequently give a history of previous, 
milder obstructive episodes. The obstructive 


~ agent is present at all times, and the patients 


83 


should be regarded as having been in a stage 
of chronic, incomplete obstruction, frequently 
asymptomatic. 

2. The onset of acute, relatively complete 
obstruction is brought about by edema and 


of 
ard 
ost- 
eus 
ob- 
ich 
of 
ited 
“a 
rior 
red 
the 
hat- 
the 
per- 
eri- 
ige, 
Sa 
leus 
the 
ring 
ying 
vere 
lize 
leus 
lay 
the 
reon 
ren- 
inal | 
for | 
by 
tical 
ases 
hos- 
ents 
lytic 
= 


J. INTERNAT. 
COLL. SURG. 


spasm of the bowel itself at the site of 
crippling. 

3. When adequate decompression of the ob- 
structed loops is accomplished by enterostomy 
or by nasal catheter suction, edema and spasm 
of the bowel at the site of obstruction subside 
sufficiently so that emptying of the obstructed 
loops proceeds distally as well as proximally 
and the patient reverts to a state of chronic, 
incomplete obstruction. 

4, Adequate supportive treatment will keep 
patients on a decompression regime in meta- 
bolic balance. 

5. After decompression has been success- 
ful, further investigation of the nature of 
the obstruction and its definitive correc- 
tion should be carried out under elective 
conditions. 

Wangensteen’s !* publications on decom- 
pression therapy began to appear shortly 
thereafter, and he and his coworkers have 
performed an unequalled service to patients 
with intestinal disorders of an obstructive 
nature and to all abdominal surgeons in popu- 
larizing 1° the understanding of the principles 
by which most patients with advanced ileus 
might be salvaged. His views and mine have 
necessarily coincided almost exactly, since our 
arrival independently and almost simultane- 
ously at the same understanding of the situa- 
tion followed from similar earlier experiences 
with decompressive enterostomy and suppor- 
tive therapy. 

The possibility of adding to our knowledge 
of the pathologic physiology of the obstructed 
small bowel interested me greatly, once the 
therapeutic value of continuous suction had 
been established. Study of our earlier suc- 
tion records led to the elaboration of the 
concept of ‘‘pyloric balance,’’ 14 which is the 
quantitative expression of the rate and direc- 
tion of movement of fluids through the py- 
lorus per unit of time. Disappearance of 
gastric secretion and ingested fluid in a 
physiologic direction from the stomach is 
termed a positive balance. The opposite con- 
dition, such as oceurs with the return to the 
stomach of high intestinal secretions, is termed 
a negative balance. The pyloric balance, 
whether negative or positive, is the resultant 
of two factors, the tonus of the intestine and 
the degree of obstruction, with one probable 
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exception to be discussed later. We have 
commented on the clinical observation * that 
peristalsis disappears before tonus in ad- 
vancing ileus and have repeatedly seen effec- 
tive decompression either by nasal catheter 
or by enterostomy after peristalsis had dis- 
appeared. So long as the bowel retains tonus, 
therefore, decompressive therapy may be ex- 
pected to be successful except in the presence 
of closed loops. 

By accurately recording the amount of in- 
gested fluid and the quantity recovered by 
nasal catheter suction, one may follow in- 
telligently the progress of ileus and express 
in quantitative terms the function, or the 
degree to which function is failing, of the 
intestine throughout the course of the ob- 
structive episode. I have not found it useful 
to measure the quantity of gas or air recov- 
ered by suction, though Wangensteen once 
thought it important to do so. One ean- 
not differentiate quantitatively between the 
sources of recovered air, whether it has been 
swallowed recently or whether it has been 
recovered from the intestine as a portion of 
the contents of the obstructed loops. It has 
seemed desirable from the first that the nasal 
catheter be permitted to pass only into the 
stomach in most eases, for, as pointed out 
repeatedly, the pyloric reflex is lost early in 
ileus in most cases, to be regained only as 
it subsides. No harm ensues by having the 
tip of the catheter in the duodenum in the 
early phases of decompression, but permitting 
it to remain there, beyond the pylorus, will 
lead to the continued recovery of duodenal 
contents and dehydration of the patient at 
a later time when the obstructed loop is actu- 
ally beginning to empty distally through the 
site of obstruction. This will be reflected on 
the chart as a falsely negative balance. This 
risk is not present with the catheter proximal 
to the pylorus, for with the recovery of the 
pyloric refiex the patient will go on to the 
achievement of a positive balance of consid- 
erable size, emptying ingested fluids as well 
as gastric secretions into the duodenum de- 
spite the continuation of suction. As pointed 
out by Coller and Maddock,’ the quantity 
of fluid represented by the negative pyloric 
balance constitutes a loss to the body which 
must be replaced parenterally, hence its ac- 
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curate estimation is essential to the planning 
of hydration of the patient. It is no fault 
of the method that suction therapy is carried 
out so frequently with no systematic record- 
ing of the data essential to intelligent man- 
agement of the case. 
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Table 2, illustrating the pertinent events 
in one of two patients with primary strepto- 
coccal peritonitis under my care in a naval 
hospital in 1945 during an epidemic of strep- 
tococeal infections (Type A, strains 17 and 
19). After preliminary decompression was 


TABLE 1.—PYLORIC BALANCE IN POSTOPERATIVE 
ILEUS, LOW PLASMA PROTEIN, NO INFECTION OR 
OBSTRUCTION 


Day postop. 2. 


3. 4, 5. 


M.C. (1937) Supravaginal hysterectomy, Hb 40, rbe 2.7 m. 


Os 1,840 
—B 2,150 490 


480T 


450T 
120 


—310 —10 


+330 in 8 hrs. 


O.D. (1935) Excision liver cyst, secondary lap. for hemorrhage 


Os 0 240 
—B 120 


1,920 720T 
1,050 50 


—120 


4-870 +670 in 5 hrs. 


G.J. (1936) Panhysterectomy Hb 52, rbe 3 m., p-o shock 


Os 0 0 
—B 


435 900T 1,215T 
425 760 90 


+10 +140 +1,125 in 5 hrs. 


T...Test with nasal catheter occluded, suction resumed 5 min. q 2 brs. 


Continued observation of patients with ileus 
of all types and grades and the maintenance 
of records of detailed clinical observation for 
correlation with their charts ‘on pyloric bal- 
ance lead me to believe that the latter has 
diagnostic and prognostic implications beside 
its merits as a day-to-day system of reckon- 
ing. These are exemplified in the tables. 

1. The ileus that so notoriously follows ab- 
dominal operations on patients with low total 
plasma proteins, even though the bowel itself 
is not operated on, is characterized by a small 
negative pyloric balance, rarely as large as 
500 ee. Peristalsis was not heard in any of 
the illustrative cases on the first postoperative 
day. None of these patients received fluids 
by mouth prior to the starting of suction, 
which was begun before onset of distention 
(except in the third case) because of slight, 
occasional vomiting and continued absence 
of peristalsis. 

2. Negative pyloric balances of greater mag- 
nitude are seen, however, in ileus due to 
peritonitis. An extreme example is given in 


tion during this phase. 


accomplished, the pyloric balance reached a 
figure of 1,700 ec. on one day and frequently 
exceeded 1 liter per 24 hours. One cannot 


TABLE 2.—PYLORIC BALANCE IN ILEUS DUE 
TO PRIMARY GENERALIZED STREPTOCOCCAL 
PERITONITIS (1945) 


Appendectomy performed to exclude appendicitis, 
aeute. On penicillin and sod. sulfadiazine. 


P.B. 
—2,500 
—1,400 
— 230 
— 350 
—1,000 

? 

? 
—1,700 
—1,200 
—1,000 
+ 100 


distended. On contin. oxygen, T.106(F) 
no peristalsis 

icteric; less distention 

cyanosis and edema (salt) 
improving, no distention 


cyanosis and edema (salt); distended 
improving, peristalsis returning 
oxygen dise., no distention 

on test. Tube removed 

soft diet 


exclude the possibility of there having been 


a transient mechanical (adhesive) obstruc- 
Localized peritonitis 
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is usually accompanied by a daily negative 
balance of 500 ce. to 1 liter. 

3. The extremes of negative pyloric bal- 
ance are seen in simple mechanical obstruc- 
tions which are fairly complete. The largest 
of which I have record are given in Table 3, 


TABLE 3.—PYLORIC BALANCE IN HIGH 
JEJUNAL OBSTRUCTION 


W.M. admitted (1934) with acholic stools, 
nearly complete obstruction due to jejunal uleer 
following gastro-enterostomy. 


Hosp. Day P.B. 

— 4,200 ec. 

—2,600 

—1,700 
—2,700 peristalsis returned 
—2,390 bile in stool 
—1,540 

—1,900 

—2,505 


—1,490 day of operation 
—2,075 
+ 360 
12 + 500 first postop. stool 
13. nasal tube removed 
required occasional aspiration to 14th postop. day. 


in which high jejunal obstruction was prac- 
tically complete, as evidenced by acholic 
stools; daily negative balance, after initial 
decompression, frequently exceeded 2 liters. 


PYLORIC BALANCE IN ILEUS 


Peristalsis was heard regularly, perhaps from — 


the loops below the high obstruction, after the 
first few days though the negative balance 
remained large until operative correction of 
the obstruction. In Table 4, a negative 
pyloric balance of more than 1,500 ce. is seen 
in an obstruction of the ileum that was in- 
complete enough to allow gas to pass into 
the colon. Peristalsis returned when the fluid 
contents of the obstructed loops began to 
empty distally. In general, cases of rela- 
tively complete intestinal obstruction show 
negative pyloric balances of more than 1 
liter, usually more than 1,500 ec., daily prior 
to obvious distal emptying. 

Partially closed loops constitute a special 
ease in the behavior of the pyloric balance. 
They do not show as large negative balances 
as expected in a similar grade of simple 
mechanical obstruction, and I have been able 
to predict their presence in the last two such 
eases by failure of decompression (clinically 
and by x-ray) in the presence of negative 
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balances of less than 1,200 cc. The recovered 
bowel contents has, in each case, been dis- 
tinetively duodenal and high jejunal in char- 
acter, rather than low ileal (‘‘fecal’’). The 
early findings in such a patient are shown in 
Table 5. Further study is needed to clarify 


TABLE 4.—PYLORIC BALANCE IN SIMPLE 
ACUTE OBSTRUCTION OF ILEUM 


L.W. admitted (1946) with obstruction of 32 hrs. 
Distended, no peristalsis. Resection of sigmoid 10 
months previously. 


X-ray: 2 fluid levels, small intestinal patterns, 
gas in colon. 


Hosp. Day P.B. 

a. —1,600 typical ileai contents 

2. —1,900 passed flatus; distention per- 
sists; x-ray: unimproved 

3. —750 peristalsis present; x-ray: 
improved 

4. —500 in 12 hrs., tube removed. No 
distention. 


Low residue general diet thereafter. 
Exploration on 12th day in hospital: division of 
multiple bands and repair incisional hernia. 


Postop. suction for 24 hrs. 


the situation in these instances, however. I 
classify them as having ‘‘partially’’ closed 
loops, however, because I believe that some 
portion of their fluid contents is escaping 
from the loop both proximally and distally. 


TABLE 5.—PYLORIC BALANCE IN ACUTE, LOW 
JEJUNAL OBSTRUCTION WITH PARTIALLY 
CLOSED LOOPS 
G.H. admitted (1946) with obstruction 40 hrs, 3 pre- 
vious laparotomies (not for obstruction). Dehy- 
drated, distended, loud peristalsis mixed with sounds 

of ileus. 

X-ray: multiple fluid levels, small intestinal patterns, 

no gas in colon. 

Neg. pyloric balance only 600 ce. in first 16 hrs. (no 
ileal contents) without improvement in local or 
x-ray signs. 

Operation on day after admission, finding (a) internal 
herniation distended low jejunum, (b) partial vol- 
vulus 3 foot section of ileum, both due to heavy 
bands between omentum and mesentery. 


Postop. suction for 24 hours. 


4. One not infrequently encounters the 
combination of peritonitis and mechanical ob- 
struction, together or successively, in a patient. 
The behavior of the pyloric balance during the 
development of extrinsic obstruction due to 
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TABLE 6.—PYLORIC BALANCE IN ILEUS WITH PERITONITIS PLUS MECHANICAL 
OBSTRUCTION 


JS. (1936) Appendectomy and drainage pelvic abscess. 


Day P-o. 
—550 decreasing 
—795 distention 
—1,450 
—-1,090 peristalsis 
—1,355 present 
—750 
—940 T. to 101 
* operation 


SP 


EB: 

—150 

—140 

—290 flatus, stool 
+905 

—2,190 suction disc. 12 hrs. 

—390 suction resumed 
—665 T. 100 daily 
—710 good peristalsis 
—550 

—190 suction q 2 hrs. 

tube removed 


* Secondary laparotomy: staying in clean peritoneum on left side, stripped small bowel, divided 
2 obstructing bands and performed lateral enterocolostomy. 


organizing plastic exudate is shown in the 
first column of Table 6. Recovery during the 
first four days after secondary laparotomy 
proceeded smoothly with the development of 
a positive balance, but the patient developed 
another obstruction, due, | believe, to local 
peritonitis about the site of enterocolostomy ; 
there was ample evidence for this belief in 
the temperature curve, leukocyte counts and 
the finding of localized tenderness. 

5. It is of importance to follow the be- 
havior of the gastric and upper intestinal 
secretions in gastro-enterostomy and gastrec- 
tomy. In Table 7 is shown the behavior of 


TABLE 7.—‘‘PYLORIC’’ BALANCE AFTER 
GASTRECTOMY 
S.D. (1947) 75% gastrectomy for gastric ulcer. 
Posterior Polya ‘‘no loop.’’ 
Os. Bottle P.B. 
380 400 — 20 
630 600 + 30 peristalsis 
540 700 —160 tube removed; stool 
450 15 ce. aspirated after 24 hrs. 


what should, I suppose, be labeled the 
‘*stomal’’ balance, since the pylorus has been 
removed during a subtotal gastrectomy, with 
perfectly smooth recovery. The subject of 
Table 8 had an unhappier time. His physi- 
cian had had him on intermittent suction 
for 10 days because of high grade pyloric 
obstruction without decrease in the obstruc- 
tion, and he had lost some 20 per cent of his 
average weight. There was undoubtedly di- 
minished total plasma protein in this case, 
which accounts for his failure to empty 


through the stoma earlier. A complementary 
gastrostomy with a no. 24 catheter was per- 
formed at the time of gastrectomy in order 
to spare him further nasal intubation, and 
suction was applied to the catheter. 

If one accepts the commonly given figure 
of 5 liters as the total of daily gastric and 
small intestinal secretions, it becomes obvious 
that the largest negative balances seen clini- 


TABLE 8.—‘‘PYLORIC’’ BALANCE AFTER 
GASTRECTOMY 
B.K. (1947) 75% gastrectomy for obstructing 
gastric ulcer. Posterior Hofmeister plus 
gastrostomy. 
Day Os. Bottle PB. 
Op. 570 600 —30 
1. 900 1,450 —550 
2. 965 —785 
835 1,850 —1,015 tube clamped 
210 950 —740 suction q 2 hrs., x-ray 
780 1,000 —220 suction q 6 hrs. 
1,150 1,160 —10 
1,590 1,350 +240 soft diet 
1,485 975 +510 
gastrostomy tube removed 


X-ray on 4th day: complete retention Ba in 5 hrs. 
* First stool on 5th day. 


cally do not approach this figure. There are 
three possible explanations for this: (1) Ob- 
structions termed ‘‘complete’’ clinically may 
be actually only relatively so, and a certain 
percentage of fluid, if not gaseous, contents 
of the obstructed loops may pass distally for 
reabsorption in the lower segments. (2) Gas- 
tro-intestinal secretions may diminish in vol- 
ume below the normal in the presence of 
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distended, edematous intestinal loops. (3) 
Partial absorption may occur within the ob- 
structed loops themselves. The evidence is 
incomplete and conflicting on this point; 
it is possible that all of these events occur 
at times. It is obvious that the persistence 
of a negative pyloric balance of considerable 
quantity (1 liter or more), for more than a 
few days, raises the probability of a mechani- 
eal obstruction of fibrous nature, no matter 
how satisfactory the decompression accom- 
plished. Unorganized, plastic exudates re- 
solve and, as extrinsic obstructing mecha- 
nisms, disappear in a few days. The presence 
of fibrous bands as the obstructing mecha- 
nism was accurately predicted in the patients 
whose progress is outlined in Tables 3, 4 and 6. 


SUMMARY 


In earlier publications the writer advanced 
the concept of ‘‘ pyloric balance’’ and defined 
it as being the quantitative determination by 
continuous nasal catheter suction of the vol- 
ume of fluid passing through the pylorus per 
unit of time and its direction of flow during 
various phases of ileus. The balance is termed 
‘*nositive’’ when the predominating direction 
of flow is physiologic (i.e., from the stomach 
into the intestine) and ‘‘negative’’ when the 
direction of flow is the reverse. One may 
thus express in mathematical terms the vary- 
ing function of the bowel during ileus. 

The fact that many episodes of relatively 
complete obstruction are transient, whatever 
the original obstructing mechanism, and can 
be dealt with by continuous nasal catheter 
suction in properly selected cases, was enunci- 
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ated by the writer in 1931. It was then made 
clear that the final obstructive mechanism 
(in the absence of peritonitis) was edema and 
spasm of the bowel, which often converted 
a chronic, incomplete obstruction into an acute, 
relatively complete one. The importance of 
intestinal tonus, rather than peristalsis, was 
stressed. 

Further observations of the pyloric bal- 
ance with obstructive mechanisms of various 
origins and at different levels in the small 
bowel are reported. They bear out the con- 
tention that useful information as to dif- 
ferential diagnosis and prognosis in ileus can 
be had from its behavior ip the individual 
case. The information gained from these ob- 
servations must be interpreted in conjunction 
with that gained from such other methods of 
examination, clinical and laboratory, of the 
patient as constitute a thorough evaluation of 
the patient with ileus. 
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by Abroise Paré in 1634, more than 

400 cases of this congenital anomaly are 
found in the medical literature. The varia- 
tions in the number of reported cases, en- 
countered by any reviewer of the subject, 
must be attributed to the difficulties besetting 
the collector, who must comb the literature 
for reports under an imposing multiplicity of 


St CE the first description of omphalocele 


synonyms employed by their authors in liew 


of the term ‘‘omphalocele.’’ Among the more 
frequently found synonyms are congenital 
umbilical hernia, amniotic hernia, exomphalos, 
funicular hernia of the umbilicus, ectopia 
viscerum, amniocele, hernia into the umbilical 
cord and umbilical eventration.!. Within the 
strictest meaning of the word ‘‘hernia,’’ a 
term which implies that the viscera found in 
the sac have at some previous time been 
lodged in the abdominal cavity, several of 
these synonyms are improperly applied, for 
some of the viscera customarily found in the 
sae have never been in the abdominal cavity. 
More precisely defined, an omphalocele is a 
congenital condition of the newborn, in which 
various viscera or portions of viscera are 
found enclosed in a thin-walled sae within 
the base of the umbilical cord, the fundus of 
the sac being covered by amniotic membrane, 
and the neck of the sae surrounded by the 
skin of the abdominal wall. The neck of the 
sae is the opening in the abdominal wall, 
which in a normally developed newborn would 
narrow itself into the umbilical ring. The 
fact that the omphalocele sac is covered by 
amniotic membrane, and not skin, distin- 
guishes this anomaly from a true umbilical 
hernia. 
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A proper understanding of the nature of 
omphalocele depends in a large measure on 
a knowledge of the embryonal development of 
the celom and the intestinal tract. During 
the 12-24 mm. stage of the human embryo, 
corresponding roughly to the sixth to eighth 
week, as a result of the comparatively greater 
growth of the embryonic intestine and liver 
than the abdominal cavity, the intestine is 
thrown into a loop opposite the point of at- 
tachment of the yolk stalk. As this process 
of relatively unequal growth continues, the 
cephalic limb of the loop folds to the right 
and the caudal limb to the left. This same 
inequality in growth with its crowding of the 
viscera results in a transient protrusion of 
the intestine through the umbilical orifice into 
an expansion of the celom formed in the 
proximal part of the umbilical cord (Fig. 1). 
At about the 40 mm. stage (twelfth week), 
the intestine returns to the abdomen, when 
the abdomen enlarges at an accelerated rate. 
In this return to the celom, the omphalo- 
mesenteric artery (future superior mesenteric 
artery) is an important structure, for in its 
fixed position it acts as an axis for the re- 
traction of the intestine from the umbilical 
celom. Following the return of the tempo- 
rarily debouched intestine to the abdominal 
wall cavity, the umbilical celom becomes grad- 
ually obliterated by an increase of the meso- 
derm of the body stalk. This mesoderm 
constitutes the Wharton’s jelly of the fetal 
umbilical cord.*. One more embryologie ob- 
servation need be added to account for the’ 
various theories of the genesis of this anomaly. 
Normally, the linea alba closes the abdominal 
cavity first from the pubis to the umbilicus, 
and then from the xiphoid to the umbilicus. 
This would predicate that any defects that 
result from imperfect closure of the abdomi- 
nal wall, would occur craniad to the umbilical 
orifice, a supposition that clinical experience 
has tended to confirm.*: 4 
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Fig. 1, A 17-mm. human embryo (from Mall and 

Prentiss). Protrusion of intestine through umbilical 

orifice into expansion of celom in proximal part of 
umbilical cord. 


Based on the two observations of the extra- 
celomie loop of mid-gut, and the method of 
closure of the anterior abdominal wall, numer- 
ous speculations on the genesis of omphalocele 
have arisen. Several are here enumerated : 


1.—Consistent with Mall’s observation that ex- 
trusion of the intestine into the celom is preceded 
by rapid development of the intestine and liver, is 
the assumption that there is a discrepancy in de- 
velopment of the abdominal wall and its contents. 
This early normal embryologie process, in which 
the parietes fail to develop pari passu with the 
abdominal contents, results in an insufficient intra- 
abdominal capacity, so that the viscera are forced 
to remain outside.’ This hypothesis fails to account 
for the fact that the liver, which is not normally 
extruded into the exocelom during development of 
the embryo, is frequently found in the omphalo- 
cele sae. 

2.—Kermauner has advanced the idea that the 
etiologic factor is malformation of the anterior 
abdominal wall of the trunk caused by either ar- 
rested or retarded development of the correspond- 
ing myotomes.* 

3.—Embom 1 has promulgated the ingenious 


OMPHALOCELE 


90 


JAN.-FEB. 
1948 


concept that the extruded intestine is withdrawn 
into the celom by the contraction of the longitudi- 
nal smooth muscle fibers of the omphalomesenterie 
artery. Any disturbance in this action would 
result in nonretraction of the intestine. This view 
likewise fails to account for the frequent presence 
in the omphalocele sac of the liver and other 
viscera developing from the gastroduodenal loop, 
which is not subject to pull from the omphalo- 
mesenteric artery. 

4.—The occurrence of factors which hinder or 
prevent the normal return of the extracelomie in- 
testine into the abdominal cavity has been advanced 
as an explanation. Among these factors may be 
mentioned the following: 11 (a) persistence of the 
fetal concavity of the dorsal spine; (b) arrest in 
development of the primitive vertebras; (c) per- 
sistence of the omphalomesenteric duct. Persistent 
yolk stalks or their remains are more frequently 
found in newborns with omphalocele than they are 
in normal newborns. This has suggested the pos- 
sibility that the intestine is prevented from return- 
ing into the abdominal cavity by the persistent 
omphalomesenterie duct or its remains.? (d) Pres- 
ence of fetal peritonitis. 

5.—Careful embryologie studies have convinced 
many observers that omphalocele is caused by a 
failure of union of the mesodermal transverse 
septum with its amniotic covering, or to a failure 
in proliferation of embryonal connective tissue in 
the transverse septum, processes in the third week 
of embryonal development which normally lead to 
the formation of the supra-umbilical part of the 
abdominal wall.4; 12, 18, 14 


Evaluation of the evidence leads to the con- 
clusion that probably there exists some dis- 
proportion between the debouched viscera and 
the abdominal cavity which prevents the 
normal retraction of the intestine into the 
abdominal cavity ; and that this disproportion 
is the result of some retardation in the de- 
velopment of the abdominal wall. This pri- 
mary underlying mechanism may be modified 
by the other factors mentioned. Occasionally, 
even though the viscera have returned to their 
normal place in the abdominal cavity, the 
extracelomie pouch of peritoneum may fail to 
close off. 

The reported incidence of omphalocele in 
any large series varies from 1:5,000 to 
1:11,500 newborns,*}*® and although most 
writers have noted an equal frequency in 
males and females, Specht and Shryock have 
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claimed that there is a predilection for the 
male sex, the incidence being twice as great 
as in females. Most of the reported cases 
have been observed in full term newborns. 
Occasionally, the condition has been found in 
prematures and overterm babies, but never 
in excess of the statistics for the incidence 
of premature or overterm infants. Although 
most infants with omphalocele are normal in 
other respects, the presence of associated 
anomalies is sufficiently frequent te merit a 
word in passing. Commonly seen among these 
imperfections are harelip, cleft palate, club- 
foot, Meckel’s diverticulum, inguinal hernia, 
undescended testes, imperforate anus, visceral 
transposition, hydrocephalus, spina _ bifida, 
meningocele, exstrophy of the bladder, and 
vesieal fistula.’ 

When first seen after birth, the infant with 
an omphalocele presents a startling and un- 
forgettable picture. Protruding from the 
abdominal wall in the vicinity of the umbili- 
cus is a transparent or translucent sac varying 
in size from a few centimeters to as many 
as 15 em. in diameter, and averaging about 
6-8 em. Although the usual thickness of the 
sae is less than 1 mm., it may at times be 
so delicate, that during delivery it may burst, 
with the result that the infant’s viscera may 
present through the rent in the membrane. 
Through this sae, as through a hazy window 
pane, can be seen the abdominal organs 
within. Attached to the inferior edge, or 
the summit of the sac, is the umbilical cord 
with its vessels, the two umbilical arteries and 
the umbilical vein separating and running 
between the layers of the sae to enter the 
abdomen. The vessels usually run infero- 
laterally, although occasionally, if the umbili- 
eal vein is displaced upwards, it runs 
superiorly over the sae contents. When first 
seen after delivery, the sae is moist and pli- 
able, and although on gross inspection it may 
appear to be one fused membrane, in reality 
it consists of an outer layer of amniotic mem- 
brane, a middle layer of Wharton’s jelly and 
an inner layer of extracelomiec peritoneum 
(Figs. 2 and 3). In rare eases there is no 
peritoneal layer, the peritoneum stopping at 
the umbilical ring. Because of its poor vas- 
cularity, dehydration of the sae sets in within 
a short time (12-24 hours), and it becomes, 
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in rapid succession, opaque, dry, friable and 
even black and necrotic in areas. It may 
crack or rupture with the slightest manipula- 
tion and eventuate in evisceration and _peri- 
tonitis. Even if the sac is not ruptured, its 
poor vascularity makes it extremely vulner- 
able to infection, with resulting cellulitis in- 
volving the abdominal wall around the 
margins of the sae and ending as an abdomi- 
nal wall cellulitis. The size of the omphalo- 
cele sac and its contents bears no direct 
relationship to the abdominal wall and fascial 
defect, which generally measures from 4-10 
em. in diameter. Most commonly, the skin 
of the abdominal wall stops abruptly at the 
base of the sac, but it may continue onto 
the wall of the sae for a variable distance of 
a centimeter or more. 

The sac contents consist almost always of 
loops of small intestine. Rarely is any other 
viscus encountered without the simultaneous 
presence of a few coils of small intestine. 
Fairly frequently found is the proximal colon, 
and in one third of cases, the transverse colon. 
In half of the reported cases, some portion 
of the liver was contained in the sae and in 
one quarter of the cases, all of the liver was 
present in the sac. Other viscera reported 
found in the sae are the stomach, spleen, 
pancreas, urinary bladder, uterus, ovary and 
Meckel’s diverticulum. 

Although diagnosis of the average case of 
omphalocele is evident at first glance, there 
are extremely mild cases in which the sac 
and its contents are so small that the ob- 
stetrician, in his treatment of the umbilical 
cord, must be careful not to include them in 
his clamping. Such an accident would result 
in either severance of a piece of gut, with 
development of an intestinal fistula, or liga- 
tion of a piece of intestine with resulting 
obstruction. 

For a short time, the omphalocele sac acts 
as a fairly efficient substitute for the ab- 
dominal cavity. The neck of the sae at the 
umbilical orifice is usually sufficiently wide 
to preclude obstruction and strangulation of 
the sae contents. Moreover, although the sae 
wall is thin, there appear to be no great 
alterations in physiology resulting from pos- 
sible variations in temperature to which the 
extruded viscera are exposed. Even in those 
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Anterior rectus sheath 


Rectus muscle 


Posterior rectus sheath 


Peritoneum 


Umbilical vein 


Umbilical arteries 


Vitelline duct 
(Meckel's diverticulum) 


Urachus 


Bladder. 


Fig. 2. Mesial section of omphalocele. 


eases in which the entire liver is in the sae, 
despite the great tension put on the biliary 
passages, there is no biliary obstruction and 
consequently no jaundice. Respiratory em- 
barrassment is not encountered, and all in 
all the infant is fairly comfortable. However, 
after the first 12 hours, when as result of sac 
dehydration necrosis and infection set in, the 
clinical picture changes. 

In treatment of omphalocele, conservative 
or radical measures may be instituted. In 
rare instances where the sac and fascial de- 
feet are small, the sac contents may return 
into the abdominal cavity and the defect seal 
itself off with granulations. Again, where 
the sae is small, or in larger sacs and defects 
where for some reason or other radical sur- 
gery is contraindicated, the conservative 
procedure advocated by Ahfeld® may be em- 
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ployed. This method consists essentially of 
cleansing the sac and surrounding skin, re- 
ducing the sac contents to as great a degree 
as possible under a light narcosis, and then 
applying alcohol compresses covered by a 
bandage or by strapping. The procedure of 
choice is, however, radical surgery, performed 
within six hours after delivery. At this time 
the contents of the infant’s intestines are 
sterile and negligible in quantity. Preopera- 
tive feeding is contraindicated. The resulting 
distention of the stomach and intestine with 
food and gas will make the operative pro- 
cedure more difficult. 

Choice of anesthesia for surgery depends 
on personal preferences. Many successful 
cases have been reported with no anesthesia 
at all. Most writers, however, are inclined 
to use either local infiltration of 1 per cent 
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Umbilical arteries 


Fig. 3. Schema of cross-section of omphalocele 
sac and contents. 


novocaine, or general anesthesia. We much 
prefer open drop ether. Very little is re- 
quired and infants tolerate it well. It is 
less time-consuming, and necessitates less 
manipulation than is required as a result of 
the pushing, straining and repositing of gut 
with local novocaine infiltration. 

Any type of radical surgery must concern 
itself with three considerations: (1) excision 
of the sac; (2) reposition of the debouched 
viscera into the abdomen, and (3) repair of 
the abdominal defect. 

The choice of operative procedure will 
of necessity be governed by the quantity and 
nature of the viscera in the sac, the size of 
the abdominal cavity into which the extruded 
viscera are to be reposited and the size of 
the abdominal defect and the nature of the 
tissues to be used in repair. Where the ab- 
dominal cavity has not developed to a suffi- 
cient degree to accommodate the extruded 
viscera, great difficulty will be met in reposi- 
tion without crowding, and where the defect 
is very great, insufficient tissue will render 
the repair difficult and inadequate. The ideal 
operation will therefore consist of an incision 
on the skin a short distance below the junc- 


tion of the sac and the abdominal wall down 
to the peritoneum, which is opened and the 
sac excised. The umbilical vessels encoun- 
tered are ligated and cut. The viscera are 
replaced into the abdominal cavity, and an 
attempt is made to free the muscle and fascial 
edges around the defect. If this is possible, 
then a layer by layer repair may be done, 
closing peritoneum and posterior rectus sheath 
together, approximating the rectus muscles 
and overlapping the anterior rectus sheath. 
Either absorbable or nonabsorbable suture 
material may be used in the repair. If such 
an ideal repair is not possible, a through-and- 
through, purse-string suture, including all the 
layers of the abdominal wall, may. be em- 
ployed. When it appears to the operator that 
a closure of all the layers of the abdominal 
wall will result in crowding of the viscera, 
only the skin and subcutaneous tissue should 
be closed, leaving the secondary repair of the 
umbilical hernia for some future time. A few 
points relative to the reposition of the viscera 
may be mentioned. The extruded viscera 
should be reposited in as correctly an ana- 
tomie position as possible. The liver, when 
present in the sac, should be replaced last. 
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Any adhesions are easily separated, except 
adhesions between the liver and the sac. The 
severance of such adhesions may lead to ex- 
tensive bleeding and can be avoided by re- 
placing the liver and the attached portion 
of sac into the abdominal cavity, a procedure 
‘which has been used with no unfavorable 
sequelae. Where difficulty in replacing the 
liver is encountered, the method advocated 
by Freshman*® may be employed. The liver 
is wrapped in a warm moist swab and 
squeezed for a few moments. This results 
in diminution in size, making its reposition 
easier. 

As a general rule, postoperative complica- 
tions occur within 12-36 hours and are the 
result of overcrowding of the abdominal vis- 
cera. They usually manifest themselves in 
three ways: (1) obstruction from pressure 


on the intestines; (2) cyanosis and respira- 
tory embarrassment from upward displace- 
ment of the diaphragm as a result of increased 
intra-abdominal pressure, and (3) edema of 
the legs and circulatory collapse following 
pressure on the inferior vena cava, which 


impairs the return blood flow to the heart. 

The unoperated child with an omphalocele 
will die either of cellulitis of the abdominal 
wall or of rupture of the sac and peritonitis, 
complications which set in as a result of de- 
hydration and necrosis of the sac. The op- 
erated infant, if it survives the first 48 post- 
operative hours, has a good prognosis. There 
are several factors which may influence this 
prognosis. 

1. Infection: infected cases offer a poor 
prognosis as compared to uninfected cases. 

2. Time of operation: the longer the in- 
terval between birth and operative interven- 
tion, the poorer the prognosis, because of 
the changes which take place in the sac.'® 

3. Size of sac: other factors being equal, 
the survival rate is inversely proportionate 
to the size of the sac. The statistics compiled 
by Gross and Blodgett ? demonstrate this: 


Sae less than 8 em. in diameter: 75 per 
cent survival 

Sae 8 em. in diameter: 28 per cent survival 

Sac more than 8 em. in diameter: 17 per 
cent survival 
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4. Nature of viscera in sac: the prognosis 
is good if only intestine is present in the 
sac, but it is bad if liver is found in the sac. 
The presence of liver indicates inadequate 
intra-abdominal room for reposition of vis- 
cera, resulting in difficult replacement and 
intra-abdominal overcrowding. 

5. Size of abdominal defect: the greater 
the defect, the more difficult the closure, re- 
sulting in increased intra-abdominal pressure 
and the sequelae of overcrowding. 

A few statistics will serve to indicate 
the mortality rates in operated cases of 
omphalocele. 

Number , 


of Cases Survival Rate 


Author 
Gross and Blodgett ?.. 20 50% 
Alder 16 


Operation 
within 24 
hours: 88% 


Operation after 
48 hours: 34% 


69% 
76% 


Altpeter 18 .......... 91 


CASE REPORTS 


Case 1—(No. 157,744) Baby S., born Feb. 2, 
1946. The child was a full term male, 20 in. long, 
weighing 6 lb. 3 oz. Delivery was normal and 
spontaneous. The mother had one previous normal 
child. Physical examination of the newborn re- 
vealed a full term male child with mongoloid 
facies. There was a supra-umbilical omphalocele 
with a fairly transparent sac, through which coils 
of intestine could be readily seen. The sae was 
10 em. long, soft and pliable. The neck of the 
sae was 4 em. in diameter, with the skin of the 
abdominal wall stopping abruptly at the base of 
the sac. There was meconium in the rectum. 

Operation was performed 21% hours after birth. 
Under open drop ether anesthesia, a cireumumbili- 
eal incision was made down to the peritoneum. 
The sac was opened and found to contain prac- 
tically the entire small intestine, the cecum, 
appendix, ascending colon and a portion of the 
transverse colon (that portion of the gastro- 
intestinal tract supplied by the superior mesenteric 
artery). There was a firm vitelline duct attached 
to the ileum, close -to the cecum and fixed at the 
neck of the sac. The umbilical vessels were not 
completely obliterated. These were ligated and 
eut. The urachal stalk, which was obliterated, 
was ligated and cut. The persistent vitelline duct 
was ligated and cut close to the gut and the end 
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inverted with a serosal purse-string suture. The 
herniated viscera were carefully and anatomically 
reposited into the abdominal cavity, and the peri- 
toneum was closed with purse-string sutures, 
using No. 1 plain catgut. The rectus muscles 
were coapted, and the: anterior rectus sheath over- 
lapped with three interrupted No. 1 chromic mat- 
tress sutures. The skin was closed with black silk. 

The child made an uneventful recovery. There 
was no interruption of the regular feeding sched- 
ule. He was discharged eight days after operation 
with the wound well healed. His weight was 6 lb. 
4 oz., 1 oz. more than his birth weight. At the 
time of writing, his condition is good, but he 
is a definite mongoloid type. There are no other 
congenital anomalies. 


Case 2.—-(No. 122,546) Baby K., born June 
17, 1942. The child was a full term male, 21 in. 
long, weighing 7 lb. 2 oz. Delivery was normal 
and spontaneous. The mother had had no pre- 
vious children. Physical examination of the new- 
born revealed an otherwise normal infant with 
an omphalocele. The sac extended into the jelly 
of the cord for 5 em., and intestinal coils could 
be seen through the sac. The neck of the sac 
was 314 em. wide, and the skin ended abruptly at 
the base. The contents of the sae could be re- 
duced by gentle taxis and held in place by inserting 
a finger through the abdominal defect. However, 
with the first ery of the infant, the herniation 
recurred. A gauze pad was therefore strapped 
over the defect to maintain reduction. It was felt 
that a slight delay in this case would not jeopardize 
the prognosis of this infant, and would allow for 
some preoperative preparation. He was operated 
on under open drop ether 27 hours after birth. 
An elliptical incision was made cireumumbilically 
down to the peritoneum, and the sac was opened. 
It contained loops of ileum, cecum, appendix, 
ascending and transverse colon, as well as a 
patent urachus. The loops of ileum could be 
readily reduced, but the ascending and transverse 
colon were adherent to the dome of the sac, and 
had to be mobilized by sharp dissection. The 
viscera were anatomically reposited. The urachus 
was ligated and cut close to the bladder, and the 
stump inverted with a purse-string suture. The 
patent umbilical vessels were ligated and cut. The 
‘sac and cord were excised at the neck. The peri- 
toneum and the posterior rectus sheath were closed 
with a running suture of plain No. 1 catgut. The 
rectus muscles were coapted, and the anterior 
rectus sheath was overlapped with interrupted 
chromic No. 1 mattress sutures. ‘The skin was 
closed with black silk. 

Recovery was uneventful, and there was no in- 
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terruption of the feeding schedule. He was dis- 
charged 12 days after operation with a well healed 
wound and weighing 7 lb. At this writing he is 
a normal healthy boy of five years. His abdominal 
wall is firm, and there is no evidence of a hernia. 


SUMMARY 


Two cases of omphalocele are reported. In 
a 10 year period (1936-1945 inclusive), dur- 
ing which 20,577 newborns were delivered 
at this institution, only two cases of omphalo- 
cele have been seen. Both infants had asso- . 
ciated anomalies. 

The embryogenesis has been discussed, and 
the most plausible theories of the mechanism 
of causation of omphalocele are stressed. 

Diagnosis, treatment, postoperative compli- 
cations and mortality statistics are reviewed. 


SOM MAIRE 


Deux cas d’omphalocéle sont étudiés. Dur- 
ant un période de dix ans (1936-1945 inclus), 
il y eut a notre hépital 20,577 naissances. On 
ne rencontra que deux cas d’omphalocéle. Les 
deux enfants présentaient d’autres anomalies. 

L’embryogénése est discutée et les théories 
les plus plausibles du mécanisme de causa- 
tion d’omphalocéle sont étudiées. 

Il est passé en revue le diagnostic, le 
traitement, les complications post-opératoires 
et les statistiques de mortalité. 


SUMARIO 


Los autores reportan dos casos de onfaiocele 
que ocurrieron entre 20,577 recien nacidos, 
en un periodo de 10 anos. Tambien discuten 
la ontogenesia de esta anomalia y las teorias 
que han sido avanzadas para explicarla; y 
hacen una revista de los metodos de diag- 
nostico, tratamiento operatorio, asi como de 
las complicaciones y mortalidad de dicho 
tratamiento. 


SOMMARIO 


Gli AA. deserivono due casi di onfalocele 
oceorsi in un periodo di dieci anni, compre- 
dente 20,577 nascite. In ambedue i casi 
esistevano altre anomalie. L’articolo discute 
le teorie piu’ plausibili sulla patogenesi 
dell’onfalocele. 

Riassume la diagnosi, il trattamento chir- 
urgico, le complicazioni postoperatorie e 


mortalita. 
(Continued on page 109) 
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Abdominal “Epilepsy” 
A Case Report 


MARK M. SCHAPIRO, M.D., M.S., A.I.C.S. 
CHICAGO, ILLINOIS , 


ECENTLY, Moore! called attention to 
R paroxysmal abdominal pain as a form 

of symptomatic epilepsy. He empha- 
sized the number of such undiagnosed cases 
which undergo repeated surgical operations 
with no relief. Usually such patients are seen 
in the early hours of the morning, as emer- 
gencies. The majority, fortunately, show defi- 
nite lesions to explain the complaint and 
abdominal pain. It is those few scattered 
cases of abdominal pain, with no obvious 
lesions, which tax our ingenuity. We agree 
with Moore and others that all cases of so- 
called unexplained abdominal pain must have 
some rational explanation. Even if the pa- 
tient has been subjected to surgery, further 
study should be made, eventually reaching a 
correct diagnosis. 

We wish to present an additional case of 
abdominal epilepsy for consideration. Our 
patient had a definitely interesting diagnostic 
problem because of the multiplicity of her 
symptoms as well as because of the various 
manipulative procedures to which she had 
been subjected in the past. As a result of 
these previous procedures, there was sufficient 
cause for her present complaints; but the fact 
that there had been absolutely no relief fol- 
lowing either operative procedure, forced us 
to look elsewhere for the basis of her com- 
plaints. The final diagnosis was not made 
until several months had elapsed and after 
every effort to relieve the symptoms medically 
had failed. Repeated examinations and de- 


tailed laboratory studies as well as psycho- 


therapy had failed to solve the problem, until 
close comparison of her history, symptoms and 
manifestations with those described by Moore 
and others finally gave a clue to the difficulty. 


CASE REPORT 


P. F. A., white female, 24, was seen at 2:30 
A.M. October 21, 1945, in moderate degree of 
shock, with cold and clammy skin. She was defi- 
nitely toxie and acutely ill. Her husband gave 


the history of an onset of low abdominal pain 
associated with nausea and vomiting of 24 hours 
duration. The pain began as a sharp, twisting 
sensation in the lower abdomen radiating into the 
region of the diaphragm and associated with a 
heavy feeling in the ‘‘pit of the stomach.’’ There 
was spasmodic vomiting of a_bitter-tasting, 
greenish material which gradually became watery, 
of brown color and foul smelling. The attack 
had been preceded by several hours by a sense 
of constriction of the throat, thickening of the 
speech and marked salivation. There was no 
loss of consciousness, although there was consid- 
erable vertigo, dizziness and a ‘‘sense of floating 
in the air.’’ The abdomen was bloated, and there 
was passage of frequent watery stools without 
blood or mucus. 

On examination at this time the abdomen was 
not markedly distended, but was dome-shaped 
from the umbilicus to the symphysis with obliter- 
ation of the navel. It was tense, rigid and ex- 
quisitely tender. The patient could not find a 
comfortable position. Temperature was -97.6; 
pulse, 120; respirations, 28; blood pressure, 98/42. 
The abdomen was silent. Vaginal examination 
was not performed. 

The only information elicited at this time was 
that several years previously she had undergone 
a partial bowel resection for obstruction. In 
view of her serious condition and dehydration, 
immediate surgery was deemed inadvisable. She 
was placed in Trendelenburg position, with ice 
bags to the abdomen, heavy sedation, prostigmine 
intramuscularly and fluids intravenously. Al- 
though the general toxicity of the patient im- 
proved during the next 24 hours, there was 
absolutely no cessation of the pain, nausea or 
vomiting. Exploratory laparotomy was _per- 
formed with diagnosis of intestinal obstruction, 
acute recurrent. 

Under pentothal sodium-ether anesthesia, the 
old midline skin incision was excised and the 
tissues exposed down to the peritoneum. AI 
were markedly thickened, tough and quite in- 
flamed. The peritoneum itself was about 14 in. 
thick, purplish in color, dull and adherent to 
many loops of small bowel. A small opening 
was made just below the umbilicus to admit the 
index finger of the left hand. There was a 
sudden gush of clear, odorless and colorless fluid 
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under marked pressure. As the opening was 
enlarged, more fluid was obtained, followed by 
loops of small bowel, markedly distended. In all, 
about 2,000 cc. of fluid were obtained. Explora- 
tion of the abdomen revealed a markedly dis- 
tended small bowel extending from the jejunum 
to the ileum, with contraction of the large bowel 
along the transverse and descending portions. 
The walls of the affected bowel were gangrenous 
in appearance, thin and generously studded with 
thin, yellowish gray plaques densely adherent 
to the bowel. The entire bowel was examined, 
but nothing other than some thin fibrous adhesions 
were found. There were no constrictions about 
the site of the old gastro-enterostomy. All ad- 
hesions were freed as far as practicable; the 
entire bowel was brought into the operative field 
and wrapped in sterile saline cloths. Further 
exploration was then performed. The gallbladder 
was not enlarged, contained no stones and was 
unobstructed. The liver was normal in size, 
smooth and firm. In fact, other than a cystic 
left ovary, about the size of a grapefruit, and a 
hard, nodular retrodisplaced uterus which was 
atrophic and infantile, no pathologie process could 
be found within the abdomen. Reexamination 
of the exteriorized bowel showed it to be viable 
in all portions, with return to normal color, dis- 
appearance of distention and return of motility. 
In view of the associated peritonitis, a rubber drain. 
was placed in Douglas’ pouch and a tissue drain 
below the site of the old gastro-enterostomy, 
closing the peritoneum and other tissues in 
routine fashion. Fluid from the abdomen was 
sent to the laboratory for examination. Bac- 
teriologically, there was no growth nor was any 
growth obtained on animal inoculation. On gross 
appearance, the bowel simulated that found after 
strangulation and obstruction, but in view of 
the few adhesions, we were not satisfied with this 
as the causative factor. 

Postoperatively the patient continued to receive 
prostigmine, narcotics and intravenous fluids. 
These were augmented by large doses of liver 
and thiamine chloride to combat a severe second- 
ary anemia. At 3 A.M. of the second postopera- 
tive day, the patient was seized with a sudden 
sharp pain in the left chest followed by a spasm 
of coughing and the raising of coin-like sputum 
slightly tinged with blood. The severe chest pain 
was relieved with pantopon, but she continued to 
feel ‘‘weak and afraid.’’ Considerable mucus 
accumulated in the throat was expectorated only 
with difficulty. Temperature was 103.2, pulse 104 
and respirations 32. Her condition remained 
unchanged, with temperatures varying from 100.2- 
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103.8; pulse from 100-120 and respirations from 
22-48, for 72 hours. No relief was obtained from 
nasal oxygen. At 7:30 P.M. on the third post- 
operative day, a 10 cc. ampule of aminophylline 
with 2 ce. of caffeine sodium benzoate and 2 ce. 
digifoline, was given intravenously; within 30 
minutes, she expectorated a large frothy, blood- 
tinged clot of mucus. The patient stated that 
immediately thereafter she felt better. Identical 
medication was continued for 72 hours (every 6 
hours) with considerable relief and a rapid dis- 
appearance of all symptoms. She was now 
urinating freely, having good frequent bowel 
movements, free passage of gas and was taking 
soft foods by mouth. On the fifth postoperative 
day, the drains were removed and on the sixth, 
all sutures. A bridge was placed at the lower 
margin of the wound where the tube drain had 
been located. 

On the ninth postoperative day, the patient 
complained that she felt extremely nervous, had 
a peculiar tight feeling in her stomach, marked 
tightness (suggesting trismus) about the mouth 
and in throat with profuse salivation. She com- 
plained constantly of feeling dizzy, giddy and 
that she ‘‘seemed to be floating in air.’’ In fact, 
she stated that her symptoms were exactly those 
which had preceded her present attack of ab- 
dominal pain; within 24 hours, such an attack 
occurred. Sedation of all forms was instituted, 
amytal and pentothal intravenously included, as 
we felt that there might be a hysterical factor 
involved at this stage. Within another 12 hours 
nausea, vomiting and watery diarrhea were as 
marked as prior to the surgical intervention. 
Complicating further diagnosis at this time was 
the fact that the menstrual period of the patient 
was due; we attributed all her complaints to this 
factor. All medical attempts to induce menstrua- 
tion totally failed. 

On Nov. 4, the night nurse observed that the 
patient was extremely restless, sleeping only at 
intervals, and with constant generalized twitch- 
ings of the body, more marked in the extremities. 
On Nov. 6, 5 days after onset of the second 
attack, vaginal examination revealed a tense, 
bulging, tender Douglas’ pouch, with a large 
semisolid mass in the region of the left ovary. 
This was about the size of a football, not movy- 
able and seemingly adherent to the uterus, which 
was hard, fixed and markedly retroflexed. The 
diagnostic problem was thoroughly discussed with 
both patient and husband. The patient was quite 
apprehensive that she would be considered a 
hypochondriae, psychopath or pathologie liar, but 
the physical findings of pathology were present, 
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although not of sufficient degree to warrant her 
marked symptomatology. Repetition of physical 
examination, resurvey from a laboratory angle as 
well as competent neurologic and otolaryngologic 
study, added nothing. 

On Nov. 7, the patient was again operated on. 
Another midline incision was made, all adhesions 
freed and the peritoneum opened. No fluid, 
plaques or flecks were found. The peritoneum 
was pink, smooth and glistening. The bowel 
wall was’ firm; the bowel itself actively motile 
and of normal color; no adhesions were found 
in any portion. The left ovary was about the 
- size of a football, multiloculated and hanging 
twisted in Douglas’ pouch. It was firmly adherent 
to the uterus, which was flexed acutely back- 
wards, hard as stone and markedly sclerotic. It 
was amputated supracervically with the left tube 
and left ovary. Complete exploration of the 
abdomen revealed no further gross abnormality. 
The abdomen was closed from below upwards in 
routine fashion, without drains. Pathologic 
studies on the specimens showed a nonsecretory 
endometrium, with marked atrophy of the uterine 
structure. There was complete destruction of 
ovarian tissue with changes suggesting cystic 
degeneration. (We suspected that the fluid en- 
countered during the first operation might have 
been the result of a spontaneous rupture of a 
portion of a eyst with closure of the opening 
and refilling.) : 

Postoperative care was identical to that insti- 
tuted previously with the added precaution of 
using coramine and digifoline in the hope of 
preventing any pulmonary complications. In 
spite of these precautions, 48 hours postopera- 
tively, the patient again had difficulty in breath- 
ing, complained of itching over the entire body 
and became quite apprehensive and anxious, 
manifesting all the symptoms of her previous 
state with the added factor of what might be 
called pseudoconvulsions. During this episode 
she shook all over, thrashing arms and legs about 
in endless motion and salivating profusely. This 
lasted about 1 minute. Similar treatment was 
instituted with complete recovery in 48 hours. 
As before, the sutures were removed on the fifth 
postoperative day, and she was discharged nine 
days later apparently in good health. 

At the time of discharge, we felt that the pa- 
tient was in excellent condition, would be free 
of all complaints and except for continued treat- 
ment of her secondary anemia, would require no 
further medication. Her diet was ample (high 


protein, high caloric), but of a modified bland 
type; she was to limit smoking and to avoid 
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aleohol. Outside of continuing injections of liver 
and thiamine chloride twice a week, no other 
medication was given. 

Three weeks to the day after discharge, we 
were again called to see her at home. The com- 
plaints were identical to those previously stated. 
In addition, her husband gave the information 
that for several days preceding the present attack, 
he had been awakened from his sleep to find her 
in the throes of generalized convulsions. These 
were accompanied by marked movements of both 
upper and lower extremities, slight arching of 
the back and profuse salivation. During the day 
there were no convulsions, but she stated that 
she was dizzy, had considerable vertigo and total 
blindness. The abdominal pain was intense, 
accompanied by nausea and vomiting as well as 
passage of frequent watery stools. 

It was obvious that the patient was suffering 
from the same complaints for which we had per- 
formed two major operations, but now we faced 
the problem of diagnosis, since further surgery 
was out of the question. In addition, we felt that 
something drastic had to be done in order to 
restore her mental stability, her confidence and 
her marital tranquility. Another complete his- 
tory was taken (in her own words); all labora- 
tory examinations were repeated and she was 
examined by a competent neurologist and oto- 
laryngologist. The only procedure not performed 
was an electro-encephalogram. It was during 
this period that Moore’s paper appeared in the 
literature—comparison between his case reports 
and our patient gave the clue to the etiology of 
the complaints. 

Our patient is a college graduate, with a 
master’s degree in psychology. The story of her 
life makes a fascinating history and for ‘‘one so 
young she had already gone through several life- 
times of trouble,’?? which bear directly on the 
diagnosis. Unfortunately, we had not given suf- 
ficient attention to the details of her history and 
thus were unable to appreciate the points that 
might have enabled us to make a diagnosis earlier. 
In view of the importance of the past history and 
events in making this diagnosis, we wish to 
present the story of our patient in some detail. 

The history of similar attacks of pain can be 
traced to onset at the age of 11, following serious 
illnesses, including smallpox, mumps and scarlet 
fever. During the first attack, which occurred 
in the midst of an epidemic of poliomyelitis in 
California, this disease was suspected, but final 
diagnosis was chronic appendicitis. Another 
identical episode occurred at the age of 13. At 
the age of 17, there was recurrence of the typical 
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abdominal pains, more marked in severity and 
associated with profuse vaginal bleeding. Diag- 
nosis was acute exacerbation of chronic appen- 
dicitis. Surgery performed at this time included 
appendectomy, right oophorectomy and suspension 
of the uterus. No data are available as to patho- 
logic findings, but the patient was told that her 
uterus was infantile and badly retroflexed; she 
was advised against pregnancy. During this ill- 
ness, she developed a sensitivity to sulfa products. 
Several months postoperatively, she again suf- 
fered from frequent and repeated episodes of 
abdominal pain, which were variously diagnosed 
as postoperative adhesions, intestinal influenza, 
a nonspecific gastro-enteritis, ete. All attacks 
were associated with, or preceded by, tightness 
in the throat, spasm of the diaphragm, salivation, 
diarrhea, ete. During her eighteenth year she 
suffered from these attacks every two or three 
months, was repeatedly admitted to the hospital 
with diagnosis varying from chronic constipation 
or ptomaine poisoning to allergy. At this time 
she was thoroughly studied roentgenologically, 
neurologically, psychologically and medically. All 
studies were reported as negative, and the patient 
was told that nothing could be done. 

The patient married in her twentieth year, 
contracted gonorrhea from her husband and be- 
came pregnant two months later. Between con- 
ception and her seventh month of pregnancy she 
was hospitalized three times for abdominal pains; 
the last time diagnosis was premature labor. On 
admission to the hospital her condition became 
worse, with onset of nausea,-vomiting and diar- 
rhea. The pain rapidly spread over the entire 
abdomen, with distention. In view of the rapid 
progression of symptoms, her attending physician 
made a diagnosis of acute bowel obstruction for 
which a partial bowel resection and posterior 
gastro-enterostomy were performed. She spon- 
taneously went into labor 48 hours postopera- 
tively, delivering after 40 hours a live male child, 
which died 5 hours later. During the prolonged 
labor and for 48 hours thereafter, the patient 
suffered from repeated generalized convulsions 
involving the entire body, with loss of control 
of all bodily functions. Convalescence was slow 
and prolonged. 

Two months after discharge from the hospital, 
she again experienced attacks of intermittent 
abdominal pain associated with all the signs and 
symptoms described. Dizziness and loss of equi- 
librium were accentuated during this time, relief 
being obtained only when in the prone position. 
Following the last attack, she was seized with 
a sudden retro-orbital pain, shooting from one 
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side to the other, with haziness of vision, blurring 
and diplopia. There was rapid onset of amnesia 
and paralysis of the entire right side of the body. 
This lasted for 3 days, during which time the 
patient was seen by neurologists, internists, 
ophthalmologists and psychiatrists. Only optie 
atrophy was found, and the cause of this could 
not be determined. (Visual difficulty is still pres- 
ent but has improved considerably under present 
therapy. Optic atrophy, bilateral, is still appar- 
ent, but we have not been able to determine the 
cause.) 

During her twenty-second year, the patient was 
found to have albumin, pus and blood in the 
urine following another attack of pain, which, 
this time, was localized in the region of the 
right kidney. Complete urologic examination re- 
vealed no causative lesions; to date the patient 
occasionally shows traces of albumin in the urine. 

On remarriage in her twenty-third year, she 
noticed that her attacks were aggravated, or pre- 
cipitated by sexual relations. During her periods 
of distress, intercourse prolonged the attacks. 
In spite of total abstinence, the attacks recurred 
spontaneously after several months in identical 
form. During this time and up to the present 
writing, she has suffered four attacks, each accom- 
panied by temporary loss of consciousness and 
partial amnesia of short duration. 

In tracing back all possible etiologic factors, 
we discovered that after an attack of scarlet 
fever, at 11, she developed a severe albuminuria 
which lasted for several years. She has under- 
gone three tonsillectomies and still shows exces- 
sive lymphoid tissue scattered throughout the 
mouth and oropharynx. At 14, she was subjected 
to a thyroidectomy. She had had an acute spasm 
of the throat, with inability to breath or swallow. 
The tissue removed was a hard, fibrous, non- 
malignant growth about the size of a hen’s egg 
which was reported as an atypical thyroid ade- 
noma, non-toxic. Shortly thereafter, she fell 
from the roof of a four story building, fracturing 
the right ankle, spraining both wrists, lacerating 
the right knee and scalp. In her sixteenth, eight- 
eenth and twentieth years, she was involved in 
various accidents in which she sustained in- 
juries to the head, the extent and nature of 
which were undetermined. 

Since early childhood, some time before onset 
of the abdominal complaints, she has been unable 
to maintain her balance with both eyes closed. 
She still is unable to stand or sit erect with eyes 
closed and tends to fall forward accompanied by 
a sensation of ‘‘ floating slowly downward from 
a great height.’’ This is relieved only when she 
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lies flat. These sensations have been accompanied 
by involuntary spasmodic convulsions of the 
entire body, which tend to disappear when the 
patient finally falls asleep. A definite epileptic 
history can be obtained in one paternal first 
cousin, a paternal second cousin and a paternal 
uncle. 

On Dee. 30 (approximately two months after 
original admission) she was placed on specific 
anticonvulsant therapy, diphenylhydantoin  so- 
dium, gr. 114, twice a day with a bromide mix- 
ture four times a day. Within 48 hours there 
was noticeable improvement in her general con- 
dition, decrease of nervousness and diminution 
of the abdominal pain. After one week, she 
noticed that her entire attitude had improved: 
she was totally free from pain, dizziness and 
vertigo had subsided, vision had improved some- 
what, and, in fact, she stated that she had never 
felt better in her life. Up to the present writing, 
she has gained 15 lb., has been completely free 
of symptoms in every respect (vision still slightly 
impaired), except for two periods of 48 hours 
each when she was taken off her medicine. Dur- 
ing these two intervals pain returned, there was 
marked vertigo, ete. 


COMMENT 


This patient, studied intensively by all 
available methods, who had had all intrinsic 
diseases of the pelvic and abdominal viscera 
surgically removed and other conditions elimi- 
nated by thorough and competent studies and 
treatment, persisted in her manifestations of 
abdominal disease without localizing symp- 
toms. After detailed study of her case his- 
tory, we discovered data showing the possible 
existence of cerebral disease and dysfunc- 
tion. The behavioristic occurrence of the 
pain adhered in most respects to the pattern 
of epilepsy suggested by Wilson.* The pres- 
ence of associated epileptic phenomena pre- 
ceding the attacks, salivation, tightness of 
throat and mouth, vertigo, dizziness and actual 
convulsions in several instances point to the 
etiology of the disease. Although to date, 
all available neurologic studies have been 
negative, the condition abdominal ‘‘epilepsy”’ 
eannot be ruled out. Finally, the salutary 
effect of anticonvulsant drugs, with recurrence 
of all signs and symptoms on cessation vf the 
medication, establishes the therapeutic test of 
the disease. These facts are in accord with 
Moore’s criteria for this diagnosis. 
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SUMMARY 

The author describes in extreme detail the 
case of a young woman, who came under his 
observation while in her early twenties, with 
what at first appeared to be an acute attack 
of intestinal obstruction, together with a his- ~ 
tory of several sessions of major surgery in 
other places at an earlier time. When all 
routine and indicated procedures failed to 
relieve recurrent attacks of abdominal pain, 
with other generalized symptoms, a search of 
her entire life history, together with observa- 
tion of the similarity of the case to published 
reports of Moore,! led to a diagnosis of ab- 
dominal epilepsy. When treatment based on 
this diagnosis was instituted, the patient was 
immediately relieved of most of her symp- 
toms. It is especially significant that during 
two brief periods when medication was sus- 
pended, most of her symptoms returned in 
full foree. 


RESUME 


L’auteur décrit en détail le cas d’une jeune 
femme, d’une vingtaine d’anne¢és. Elle pré- 
sentait des symptOmes qui ferent croire 
& une obstruction intestinale. Elle avait 
anterieurement été operée, 4 différentes épo- 
ques. Etant incapable de soulager par les 
procédés ordinaires les symptémes abdo- 
minaux, on fit une étude approfondie de la 
malade, de ses antécédents et on arriva 
a formuler le diagnostic d’epilepsie abdomi- 
nale. Soumettant la malade a un traitement 
basé sur ce diagnostic, on obtint un soulage- 
ment immédiat de la plupart des ses symp- 
tomes. Supprimant pour dex courtes periodes 
le traitement antiépileptique, il y eut recidive 
des tous les symptémes abdominaux qui cédé- 
rent aux médicaments antiépileptiques. 


RIASSUNTO 


L’autore descrive minutamente il caso di 
una giovane paziente la quale presentava a 
tutta prima i sintomi di un’ostruzione intesti- 
nale acuta, confermati, nell’anamnesi, dalla 
storia di numerosi interventi addominali. La 
diagnosi di epilessia addominale venne rag- 
giunta solo dopo il fallimento di tutti i soliti 
procedimenti terapeutici, con uno studio accu- 
rato dell’anamnesi ed in base alla similarita 
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Section en Espanol 


Cerclaje Proteinico como Tratamiento dei 
Prolapso Rectal en el Adulto 
AURELIA DIAZ UFANO, M.D., y MIGUEL ANGEL CORTEZ, M.D.* 


ENGLISH SUMMARY 


The authors present a detailed study of 
the anatomy of the anal region and discuss 
the etiology of rectal prolapse, followed by 
a description of their treatment, which they 
have named ‘‘Cerclaje proteinico.’’ This 
treatment consists of the infiltration of the 
perirectal tissues, close to the rectal mucosa, 
with sterile milk. The needle is inserted 
clock-wise through the peri-anal skin and 
not through the rectal mucosa. Four in- 
jections are given at each session, and the 
results have, so far, been satisfactory. 


OS vamos a ocupar del tratamiento del 
N prolapso rectal en el adulto por el 
cerclaje proteinico. Llamamos asi este 
procedimiento por la gran similitud que 
ofrece con el cerclaje protéinico. “En efecto si 
el ntimero de sesiones fuera considerable, 
llegariamos a aplicar en tantos puntos como 
minutos tiene la esfera de reloj, y en conjunto 
tendriamos un anillo fibroso, cuyo significado 
terapeutico seria el mismo que el de un aro de 
plata, de seda o xatgut. 

Un Poco de Historia—lLa idea inicial de 
que el prolapso pudiera curarse con inyec- 
ciones sobre el elemento contractil del ano- 
recto, data de una observacién empirica hecha 


_ por nosotros, en un nifio que nos sirvié para 


el examen de grado de la especialidad. Tenia 
una contractura espastica de los gliteos por 
una serie de inyecciones de quinoformo que le 
aplicaron en el curso de un proceso paliidico. 
Esta observacién nos sugirié la idea de que 
por ese mecanismo y empleando sustancias que 
provocaran contractura permenente, pudiera 
reducirse y luego curarse el prolapso rectal. 


* Trabajo presentado al V Congreso Internacional del 
Colegio Internacional de Cirujanos, Lima, Peru. 23 de 
marzo de 1946. 


LIMA, PERU 


Acto seguido tuvimos oportunidad de tratar 
a un niho prolapsado, familiar de un distin- 
guido jurisconsulto de Lima y con este criterio 
simplista aplicamos una serie de inyecciones 
de estricnina en la vecindad del ano, y vimos 
con gran sorpresa, que a partir de la cuara 
inyeccién no volviéd a presentarse el prolapso. 
j Habia actuado la estricnina como sustancia 
esclerosante o simplemente como un ténico 
muscular? Hoy podemos afirmar que lo tnico 
que se consiguié en aquel entonces fué pro- 
vocar el dolor en el elemento contractil del 
recto del nifto y simulténeamente tonificarlo, 
logrando su curacién. Despues de varios 
aos vimos al nifio y continuaba en buenas 
condiciones. 

Varios afios depués, aproximadamente 5 0 6, 
en ocasién de hallarnos ya en el Departamento 
de Cirugia del Dr. Francisco Grafia y bajo 
la tesonera y atinada orientacién que el Jefe 
del Servicio, Dr. Aurelio Diaz Ufano imprime 
a nuestra labor diaria, continuamos nuestros 
estudios sobre Patologia Quirirgica del Apa- 
rato Digestivo y entonces tuvimos oportunidad 
de observar casos de prolapso rectal en el 
adulto. 

Acudié inmediatamente a nuestra mente el 
recuerdo de la experiencia anterior y buscando 
literatura nos llamé de inmediato la atencién 
no encontrar ni referencia referente al trata- 
miento del prolapso rectal del adulto por este 
procedimiento. Como las resecciones de pro- 
lapso y procidencia rectales constituyen opera- 
ciones de magnitud con copiosa pérdida de 
sangre y en que muchas veces hay que abrir 
el intestino y el Douglas, pensamos justificado © 
el esfuerzo por encontrar procedimientos mas 
sencillos e inecruentos. Llegé a nuestro poder 
un folleto publicado por el Sr. Carlos Bazin: 
‘“Tratamiento Médico del Prolapso Rectal del 
Nifio’’ y de é1 tomamos el dato de la sustancia 
empleada, leche esteril. Pero observamos tam- 
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bién la imprecisién de los conceptos, pues en 
él no se llega a definir qué es un prolapso 
rectal, ni qué es una procidencia rectal, porque 
indistintamentese mensiona el prolapso que- 
riendo indicar una procidencia, y viceversa, 
se menciona procidencia tratando de indicar 
un prolapso. Incluso, se admite como origen 
del prolapso rectal, la hernia del fondo de 
saco de Douglas. 

A partir de estas nociones iniciamos nuestra 
experiencia de tratar el prolapso rectal del 
adulto, con inyecciones de leche esteril, apli- 
cadas en puntos situados sobre un aro peri- 
rectal, procedimiento al que denominamos 
cerclaje proteinico por al similitud antes men- 
cionada, con el cerclaje protéinico. 

Aunque parezca supérfluo, consideramos ne- 
cesario hacer un recorderis de la constitucién 
anatémica del ano-recto, de manera especial 
de su musculatura propia, porque todas las 
modificaciones que se consigue con el procedi- 
miento que preconizamos, hay que atribuir a 
este sistema muscular que, en cierto modo, es 
su armazoén no s6lo estético sino funcional, rol 
que primordialmente esta a cargo del misculo 
esfinter externo. 

El Recto es un 6rgano hueco, tubular, con- 
siderado como la tiltima porcién del intestino 
grueso y que se extiende desde la sinfisis sacro- 
iliaca izquierda, segtin unos, y desde la tereera 
vértebra sacra segtin otros, hasta la linea 
ano-rectal. 

Se le ha dividido para su estudio, de muy 
diferentes maneras: unos consideran una por- 
cién peritoneal y otra extraperitoneal; otros 
consideran una porcién pélvica y otra peri- 
neal; otros, en fin lo consideran dividido en 
tres porciones correspondientes a cada una de 
las valvulas rectales. 

Principiando por su musculatura de vecin- 
dad, la pared posterior del recto pélvico, esta 
en relacién a cada lado de la linea media, con 
los fasciculos de origen de los misculos pira- 
midales, mas abajo con el coxis y los musculos 
isquio-coxigeos, elementos a los que esta fijado 
por tejido celular laxo. 

Lateralmente a derecha e izquierda, el recto 
pélvico esté en relacién con el misculo ele- 
vador del ano. 

En la cara anterior tiene gran importancia 
la porcién refieja del peritoneo, en el mo- 
mento en que de esta cara anterior pasa a la 
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cara posterior de la vejiga, formando el saco 
recto-vesical, por ser el elemento quirirgico 
de la reparacién de los prolapsos del recto. 
Este elemento ha sido materia de detenido 
estudio por numerosos investigadores quienes 
han insistido en medir la distancia entre el 
ano y el punto declive de este saco, habiendo 
llegado a establecer que, cuando la vejiga y el 
recto estan vacios, la distancia entre ano y 
Douglas o fonda de saco recto-vesical, es de 
6 centimetros, y cuando aquellos érganos estan 
ocupados, aleanza a 8 y 1% centimetros. Esta 
determinacién tiene particular importancia 
para el procedimiento qua preconizamos, por- 
que nos permite conocer la profundidad hasta 
la que podemos introducir Ja sustancia fibro- 
génica y aun cuando para ellos siempre nos 
cehimos a los elementos propios del ano- 
recto, es de todos modos un punto de 
referencia. 

Aparte de estos elementos, estan entre recto 
y fondo de vejiga los conductos deferentes, 
las vesiculas seminales y una lamina célulo- 
muscular que arrancando de la aponeurosis 
perineal media, pasa por delante del recto 
para terminar en el fondo de saco recto- 
vesical. Como se comprende estos mtsculos 
forman parte del periné. 

El recto en su porcion perineal esta practi- 
camente rodeado de un enjambre de elementos 
musculares: en su cara posterior por los fasi- 
culos posteriores del elevador del ano y parte 
posterior del esfinter externo. <A los lados, 
por estos mismos misculos y por delante por 
las fibras del esfinter externo, del elevador del 
ano, del bulbocavernoso y transverso del 
periné; y esta misma cara en la mujer con 
las fibras del esfinter, del constrictor de la 
vajina y del transverso. 

Este conjunto de miisculos y fasciculos mus- 
culares constituyen, por decir asi, los ele- 
mentos activos periféricos. 

El elementos activo intrinseco, elemento 
propio del recto, esté constituido por esa 
tinica muscular a tinica media de sus ele- 
mentos constitutivos, que consta de dos capas, 
una superficial de fibras longitudinales y otra 
profunda de fibras circulares. 

Las fibras longitudinales, que no son sino 
continuacién de las cintillas del eélon que a 
este nivel se ensanchan en forma de man- 
guillo; siendo.de notar como dato de impor- 


| 


TOMO XI 
NO. 1 


tancia para el cerclaje protéinico, que no 
conserva un espesor uniforme, sino que es mais 
grueso en sus partes laterales. Otra circun- 
stancia también importante es la distribucién 
y direccién de las fibras de la porcién media 
de este manguillo, es decir la comprendida 
entre las fibras longitudinales y las circulares. 
En efecto, esta porcién viene a terminar en 
la parte inferior del recto y a este nivel se 
contintia directamente con las fibras del ele- 
vador del ano, con Jas que forma un asa de 
concavidad sipero-externa mientras que las 
fibras profundas vienen a fijarse en la cara 
profunda de la piel del ano y en el espesor 
de los esfinteres. 

Este manguillo de misculos, cuya impor- 
tancia es singular desde el punto de vista del 
tratamiento que preconizamos, a su paso por 
el periné recibe una serie de fibras de refuerzo: 
lateralmente, de las fibras internas del ele- 
vador del ano, que luego de unirse al man- 
guillo descienden hasta el ano; por la cara 
posterior, fibras del retractor ani y por delante 
un fasciculo procedente de la capa longitu- 
dinal de la uretra, detalle de suma importancia 
por las consecuencias que pudiera acarrear 
una fibrosis provocada a este nivel. 

Las fibras circulares de la tinica media del 
recto, a semejanza de las longitudinales, no 
son sino continuacién de las cireulares del 
intestino grueso. Su importancia estriba en 
que en su porcién inferior se engruesa para 
formar el esfinter interno, para formar, repito, 
juntamente con el esfinter externo, el cierre 
del orificio anal. 

Aparte de lo descrito, las fibras circulares 
presentan ciertos engrosamientos, menores que 
el anterior pero que tienen so propia impor- 
tancia : uno situado a 8 centimetros por encima 
del ano, es decir a una distancia que estaria 
abordable a nuestro procedimiento, es el esfin- 
ter descrito por Nélaton. Un segundo engrosa- 
miento, del mismo valor que el anterior, es el 
desecrito por Beirne. 

Su importancia no se debe tanto a que 
pudieran funcionar siquiera aproximadamente 
como un esfinter contentivo, sino a que son 
fasciculos mas, que se suman a esta armazén 
contractil, base fundamental de nuestro 


procedimiento. 
Sin embargo de lo hasta aqui espuesto, el 
elemento muscular de mayor importancia es 
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el musculo esfinter externo, pues es éste el 
que principalmente mantiene la forma del 
conducto anal. Esta constituido por dos 
érdenes de fibras, unas profundas las longitu- 
dinales y otras superficiales las circulares. Las 
primeras parten de la extremidad y cara pos- 
terior del coxis y rodeanal ano van a incertarse 
en el tendén central del periné. Las circu- 
lares son mas superficiales y rodean completa- 
mente el conducto anal. 

TIigamentos.—Como quiera que tanto el pro- 
lapso como la procidencia rectal descensos 0 
mejor dicho, desprendimientos de los propios 
elementos del ano-recto o de sus medios de 
fijacién, es natural considerar la importancia 
que éstos ultimos tienen. 

Los medios de fijacién o ligamentos del recto 
son : 

El ano-coxigeo que en forma de cordén se 
extiende de la extremidad del coxis a la cara 
posterior de la unién ano-rectal, sirviendo al 
mismo tiempo de insercién a las fibras mas 
superficiales del esfinter externo. 

Los ligamentos laterales, que no son sino 
esas porciones de tejido conectivo que se le 
adhieren a nivel de los repliegues laterales 
del peritoneo. 

Intencionalmente prescindimos de hacer el 
estudio del verdadero medio de fijacién del 
recto, el mesorecto, 0 porcién terminal del 
meso-sigma, por ser un elemento esencialmente 
quirtrgico y situado fuera del alcance de 
nuestro procedimiento. 

Fosa Isquio-Rectal—Aun cuando nuestra 
experiencia esta circunscrita por hoy, a deter- 
minar la fibrosis de los elementos propios 
del recto, consideranos como otro medio donde 
actual, ese elemento conectivo y graso, situado 
a ambos lados del recto y que rellena la fosa 
isquio-rectal. Este tejido graso-conectivo, a 
la vez que individualmente, puede servir para 
los casos en que el procedimiento tenga que 
realizarse en ambos elementos, es decir para 
hacer procedimiento combinado de elementos 
propios del recto juntamente que el tejido de 
la fosa isquio-rectal; en efecto hay extrecha 
relacién entre ambos elementos, es decir el 
conectivo grasoso de la fosa isquio-rectal esta 
adosado a ambos lados del recto sirviéndole 
de soporte elastico. 

Es facil suponer que en el adelgazamiento 
violento, al fundirse la grasa de esta fosa, 
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el conectivo que de por si es laxo, se haga 
sumamente distendible y pierda su papel de 
elemento de sostén. 


PROLAPSO RECTAL 

Y entrado en materia, establecemos de 
acuerdo con la mayoria de autores, la dife- 
rencia entre prolapso rectal y procidencia 
rectal. 

Entendemos por prolapso rectal el descenso 
o desprendimiento de la capa mucosa del recto ; 
y procidencia, de todos los elementos consti- 
‘tutivos del mosmo, incluida la capa serosa- 
peritoneal, comprendiendo bajo esta denomi- 
nacién también aquellos descensos puramente 
intrarectales es decir que no afloran el ori- 
ficio anal. 

Los prolapso rectales se dividen en grados 
segiin sus proporciones, estableciéndose la 
longitud de 2 centrimetros para el primer 
grado y de 2 a 4 para los de segundo grado. 
Esta divisién nos parece inoficiosa, pues no 
explica ningtin hecho anatémico ni fisiolégico. 
Es mas racional, anat6mica y verdadera la 
clasificacién a)prolapsos anales, b) prolapsos 
rectales y ce) prolapsos ano-rectales. 

Y de nuestra propia observacién sefalamos, 
sin pretender hacer clasificacién, las siguientes 
variedades : 

a) Prolapsos que se presentan al defecar. 

b) Prolapsos que no se presentan en este 
momento y que para ello necesitan mayor 
esfuerzo. 

ec) Prolapsos que se presentan espontanea- 
mente. 

d) Prolapsos que se reducen con maniobras 
mas 0 menos dolorosas, y 

e) Prolapsos que se reducen espontanea- 
mente. 

Una diferencia terapéutica que nos permite 
apreciar el significado patolégico de prolapso 
y procidencia es que, mientras que para el 
prolapso se preconiza un sinnimero de pro- 
cedimientos: inyecciones esclerosantes, caute- 
rizociones, ligoduras, rectorrafias, cerclaje 
proteinico ; para la procidencia, rectal el trata- 
miento es tan complejo e inseguro, habiéndose 
recurrido desde las pexias mas simples, hasta 
las resecciones mutilantes y hasta aceptar 
como tinico tratamiento la colostomia inguinal 
izquierda. 
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Igual apreciacién nos permite hacer la clasi- 
ficacién de los prolapsos en anales, rectales y 
ano-rectales, pues junto a esta clasificacion las 
procidencias pueden ser rectales, sigmoideas y 
rectosigmoideas. 

Una tercera consideracién que nos permite 
mayor ilustraci6n, es que el prolapso podemos 
considerarlo como el primer paso hacia la 
procidencia. 


ETIOLOGIA 

Como causas etiopatogénicas aseptamos fac- 
tores cuya complejidad varia al infinito, 
estando a la cabeza de la lista, como es natural, 
todos aquellos procesos astenizantes, la hipo- 
nutricién, el adelgazamiento violento que de- 
termina la laxitud de los medios fascialmes 
de sosten del recto y del piso pelviano, aca- 
rreando la modificacién de la estatica de la 
cavidad pélvica y de todos los érganos que 
contiene. La hipotonia generalizada, los tras- 
tornos endocrinos, las afecciones nerviosas con 
trastornos del plexo sacro, tabes, mielitis, ete. 
Los habitos, como son las posiciones defec- 
tuosas al defecar; esfuerzos exagerados en la 
constipacién rebelde. Y también los esfuerzos 
fisiol6gicos del parto o los debidos a obstaculos 
al libre transito de la masa fecal, como son 
los tumores del aparato genital femenino, los 
titeros desviados, los tumores de la préstata, 
las ptosis viscerales. Y finalmente los habitos 
de degeneracién, la pederastia, ete. Como 
caso raro vamos a narrar un hecho presen- 
ciado por nosotros en un recluso en la Peni- 
tenciaria de Lima que una noche llamé para 
que se le atendiara de un célico intestinal y 
cuando estuvo solo frente a nosotros, expres6 
que se le habia introducido ‘‘una astillita en 
el recto’’; al realizar el examen comprobamos 
que el ano presentaba una redordela carnosa, 
que asi lo denominamos aquella vez porque 
aun no conociamos un prolapso, y al centro 
un cuerpo extrafio del tamafno de una moneda 
de 10 ctvs. 

Reconstruyendo los hechos con los conoci- 
mientos actuales, habriamos pensado de in- 
mediato en un prolapso rectal. Cual seria 
nuestra sorpresa cuando, con un poco de aceite 
de comer y con ecierta paciencia, extrajimos 
del recto un madero, que en sus primeros 5 
etms. de extensién tenia un didmetro de 114 
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emts. Y en los restantes 20 emts. un diametro 
de 4 cmts. Ks decir, en conjunto, tenia una 
longitud de 25 cmts. y una vez en nuestras 
manos la pieza obsena, pudimos hacer una 
sinopsis de la anatomia del pene, pues estaba 
tan perfectamente tallado que no le faltaba ni 
el pliegue balanoprepucial ni las venas dor- 
sales, menos el mea urinario. Extraido este 
extraho cuerpo pornografico, desaparecié el 
célico y juntamente el prolapso rectal. 

Frecuencia.—Aunque la mayoria de los 
tratadistas consignan mas frecuentes en los 
extremos de la vida, nuestra observacién en 
su totalidad se refiere a personas de edad 
mediana. Explicamos este hecho, como de- 
bido a la desnutricién de nuestros obreros, 
factor N° 1 como determinante de la laxitud 
de los medios fasciales de sostén del recto; 
sumandose a esto el sistema de vida y sus 
ocupaciones profesionales: con choferes que 
permencen sentados en el pescante o albaniles 
que tienen que levantar pesos considerables, 
hipoalimentados e hiponutridos en los que 
casi es regla un tercer factor, las lesiones in- 
flamatorias, ya por la misma pobreza fisiolo- 
gica que ostentan, y a por la falta de higiene 
y también por los habitos. 

No tenemos experiencia en pacientes viejos 
por la limitacién de edad en los servicios hos- 
pitalarios de la C.N.SS. Pero es facil com- 
prender que si en la vejez la relajacién de 
los tejidos es un fendmeno fisiolégico, la regla 
seria la existencia del prolapso o de la pro- 
cidencia. Sin embargo, la realidad es muy 
diferente y pensamos que el factor predis- 
poniente siempre ha de ser de orden noso- 
légico, pues por muy viejo que sea un indivi- 
duo no se prolapsa sino por causas patalégicas. 

Exploracién del Recto.—Reviste especial 
importancia la exploracién del ano-recto, para 
dar el verdadero nuombre a la anomalia pato- 
l6gica que estudiamos, por ser sumamente 
facil la equivocacién con multitud de procesos 
similares. 

Consideramos de ascaso valor el interroga- 
torio del paciente si éste no tiene una relativa 
cultura, deduccién hecha de nuestra expe- 
riencia en pacientes obreros, pues éste se con- 
ereta a manifestarnos que en el momento de 
defecar se les presenta un bultito mas 0 menos 
doloroso, sangrante o nd, que se reduce espon- 
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taneamente 0 que tiene que practicar ciertas 
maniobras para ello. 

A guisa de anécdota tenemos que referir el 
caso del A. R., quien desde muchos meses 
antes de ingresar al servicio observaba que 
en el momento de defecar se le presentaba un 
bultito—expresiOn corriente en nuestros pa- 
cientes—y cada vez tenia que introducirlo con 
los dedos. El exceso de trabajo y otras cir- 
cunstancias propias de los servicios hospital- 
zarios hicieron que por varios dias aceptara- 
mos como un supuesto prolapso del recto. 
Examinamos repetidas veces al paciente sin 
lograr visualizarlo ni con el maximo esfuerzo 
que hiciera, sdlo se le presentaba en el mo- 
mento de defecar. Encomendamos a un en- 
fermero para que observara en ese momento 
y obtuvimos el informe de que efectivamente 
salia un tumor del tamano de un huevo de 
paloma y que el paciente lo introducia con los 
dedos. ,;Era un prolapso? un hemo- 
rroide? ;Era un pdlipo? Aceptamos esto 
ultimo y lo llevamos a la sala de operaciones 
y grande fué nuestra sorpresa al ver que 
hasta una profundidad de 25 emts. era un 
recto sano. 

De inmediato concebimos la idea de un 
desprendimiento espontaneo del pdlipo o que 
efectivamente existia un prolapso y que en 
ese momento anestésico y en la posicién de 
Trendelenburgo no se presentaba. 

Pero nuestra sorpresa iba de mas en mas, 
cuando el paciente nos manifiesta que en la 
deposicién del dia siguiente volvid a presen- 
tarse el bultito. Emntonces nos pusimos en 
acecho para practicar una ligadura y dejar 
un hilo largo prendido a la piel. Asi lo hici- 
mos, ‘‘le echamos lazo’’ segtin una feliz ex- 
presién del Prof. Grana, y luego lo llevamos 
a la mesa de operaciones y pudimos comprobar 
que el polipo tenia un pediculo de 25 emts. 
de largo y estaba implantado a una profundi- 
dad de 30 emts. del ano. Lo resecamos al 
termocauterio en su punto de implantacién y 
aqui termin6é la tragedia del paciente. 

Este hecho nos lleva a decir que la explora- 
cién del recto debe ser minuciosa y para esto 
queremos dejar establecido lo que vamos a 
llamar la: 

Posicién Ideal.——En los prolapsos que se 
presentan espontaneamente 0 en aquellos que 
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no se reducen sino con maniobras, es claro 
que la inspeccién permite estudiar sus carac- 
teres, pero no todos, porque ni es en la posi- 
cién de costado o de Sims, ni en la procto- 
légica, ni en la genu-pectoral se puede apreciar 
todo lo que se debe conocer de un prolapso. 
Si en la genu-pectoral, el peso de la masa in- 
testinal impide apreciar el volumen del pro- 
lapso porque lo retrae; si en la posicién de 
Sims o en la proctolégica pasa lo propio. 

Llamamos la posicién ideal para examinar 
el prolapso rectal, la posicién de cuclillas, la 
posicién de defecar; para esto hacemos subir 
al paciente sobre la mesa de examen, natural- 
mente sobre una chata por si hubiese una 
descarga excrementicia. En esta posicion le 
pedimos que haga esfuerzo y vemos que el 
prolapso se presenta en toda su proporcién, 
longitud y volumen y si, como casi siempre 
sucece, en este momento se produce una defe- 
cacién, se observa también al prolapso en su 
momento fisioldgico y podemos constatar si 
hay o no hemorragias, si hay ulceraciones, ete. 

Por las grandes ventajas que presenta esta 
posicién, queremos nosotros llamarla la posi- 
cién de prolapso, porque en esta posicién se 
hacen presentes todas las variedades, incluso 
aquellos que se presentan sdlo con los grandes 
esfuerzos, porque al esfuerzo que el paciente 
realiza se suma el peso de las masas intesti- 
nales y demas érganos del abdomen y pelvis, 
sobre el elemento prolapsado. 

Tacto Rectal.—Es el procedimiento de ex- 
ploracién practicamos y aunque nuestro nom- 
bre de quirugos quiera decir ‘‘que vemos con 
los dedos’’ es éste uno de los casos en que la 
exploracién digital da pocos datos, debido en 
primer lugar a la flacidez de los elementos 
ano-rectales que no presentan plano de re- 
sistencia sobre el cual constatar su consis- 
tencia, su dolor, su contenido, ete. Una ulcera- 
cién no podemos descubrir al tacto rectal; un 
hemorroide interno no podemos catalogarlo 
como tal, puesto que se deprime dentro de su 
magma fidcido, la masacelulo-grasosa de la 
fosa isquirectal. 

Si se trata de un prolapso intrarectal tam- 
poco podremos catalogarlo puesto que muchos 
otros proceso pueden presentarse en la luz del 
recto, pélipos, tumores diversos, hemorroides 
gigantes, ete. 

Sin embargo el tacto rectal tiene su im- 
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portancia propia, porque permite constatar los 
caracteres del prolapso visible, para apreciar 
so consistencia, su espesor, sus adherencias, 
etc. Y sise trata de mujeres esta importancia 
es mayor porque entonces hay que descubrir 
otros datos: se puede descubrir la participa- 
cién que en el prolapso tiene el tabique recto- 
vaginal, puesto que como hay eversién recto- 
vaginal puede existir la reciproca. 

Especulo Rectal_—Completamos nuestra ex- 
ploracién observando al especulo rectal, bajo 
anestesia a la novocaina, lo cual nos permite 
distender la luz ano-rectal y ver todo lo que 
pueda presentarse y comprobar o desechar 
los datos de la exploracién digital. 

Historial Clinico.—La importancia del his- 
torial clinico se debe a que mediante él, estab- 
lecemos las condiciones fisico-biolégico-pata- 
légicas del paciente y asi determinamos la 
naturaleza del terreno y con este objeto in- 
sistimos principalmente sobre sus habitos, cos- 
tumbres en la infancia y adolescencia, vicios 
de degeneracién y sus antecedentes patold- 
gicos y taras hereditarias 0 adquiridas. 

Diagnéstico.—Puesto a la vista el prolapso, 
tactado y medido, podemos eatalogarlo como 
anal, rectal o ano-rectal. . 

Si es prolapso anal, se ve claramente la ever- 
sién de la piel y demimucosa del canal anal. 
Y la desaparicion de los pligues del ano y sus 
margenes. 

El significado del prolapso simplemente 
anal, aun queda en tela de juicio porque si 
observamos en las diferentes escalas zoolégicas 
vemos como hecho normal este prolapso ya 
estatico ya funcional. En el caballo por 
ejemplo, en el momento de defecar se observa 
como el ano se prolapsa hasta una extensién 
de 4 o 5 etms. y reducirse luego de haber 
terminado la expulsién del excremento. En 
los monos huistitis existe este mismo prolapso 
sin que se haya pensado atribuirles significado 
patol6gico y en nuestra observacién diria, al 
examinar hemorroides, vemos como con un 
pequeno esfuerzo se evierte la mucosa anal, 
distindiendo los pliegues del periano y desa- 
pareciendo en cuanto el paciente deja de pujar. 

Si es un prolapso interno o rectal llegaremos 
a diagnosticar sélo mediante un recurso espe- 
cial, porque por el simple hecho de introducir 
el espéculo y distender la luz rectal, el pro- 
lapso desaparece; en este momento retiramos 
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muy suavemente el instrumento, haciendo al 
mismo tiempo pujar al paciente y veremos que 
la mucosa rectal rebasa sobre el espéculo como 
un rodete grueso. Pero aun asi, puede con- 
fundirse con una procidencia interna y para 
diferenciarlos tenemos que tomar en cuenta 
los caracteres de cada uno de ellos; la proci- 
dencia es un cilindro grueso y de mayor con- 
sistencia que el prolapso y es una afeccién 
muy rara; mientras que el prolapso esta consi- 
tutido solamente por la capa mucosa y es 
de consistencia blanda, y su frecuencia no 
guarda.relacién con la de la procidencia. 

Si es un prolapso anorectal, facilmente 
puede confundirse con una procidencia ex- 
terna; pero en el caso de la procidencia hay 
un sureo circular por donde se puede recorrer 
circularmente con el dedo indice, mientras que 
en el prolapso ano-rectal no existe este surco 
y del ano al recto se pasa sin encontrar solu- 
cién de continuidad. 

Los casos de nuestra modestisima casuisitica 
corresponden a esta ultima variedad, excepto 
el iltimo que actualmente esta en nuestro ser- 
vicio, que presenta un prolapso anal hemo- 
rroidado. Este paciente se hospitalizé por sus 
hemorroides, que le fueron ya resecados y al 
6° dia del postoperatorio el ano se presenta 
fruncido y sin sefias de prolapso. 

Mecanismo de Accién del Cerclaje Pro- 
teinico—j Es hormonal? *;Es metabdlico? 
iEs una accién especifica de los proteicos 
lacteos in loco dolente? 

Parece un tanto utépico que pueda pro- 
ducirse una accién ténica local sobre las fibras 
museculares y que éstas contrayéndose re- 
duzean el prolapso. Lo propio nos parece 
la accién neuro-excitadora a punto de partida 
de la inyeccién proteica. Es légico aceptar 
estas funciones farmaco-dinamicas, pero no 
como factores tinicos y esenciales sino como 
coadyuvantes. 

Se ha pretendido invocar una aeccién dina- 
mica especifica de los proteicos, accién tireo- 
tropa que determinaria un mayor metabolismo 
y un mayor tono biolégico. Posible que esto 
suceda en ninos, pero la observacién hecha 
por nosotros de la redueccién de voluminosos 
prolapsos aun a partir de la primera sesién 
de leche, nos hace pensar sobre cémo en tan 
breve plazo pueda una coneatenacién proteico- 
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hormonal determinar un éxito terapéutico tan 
violento. 

La mayor tirogenesis a punto de partida de 
la excitacién proteica, determinaria una mayor 
tonicidad del esfinter anal por intermedio del 
simpatico. Pero hay un hecho importante en 
nuestra observacién y es que esta tonicidad 
esfinteriana, después que se ha producido el 
prolapso, parece estar aumentado ya por el 
volumen mismo del prolapso que actia como 
cuerpo extrafio in situ, o por factor inflama- 
torio sobreaiadido; determinando la conges- 
tidn, la dificultad de reduccién y el dolor con- 
siguiente de los prolapsos. 

Aceptando pues todos estos mecanismos, 
como factores que modifican el terreno en el 
sentido de le mejoria y que obran a largo 
plazo, nosotros pensamus que el factor deter- 
minante de la reduccién del prolapso, aun 
desde la primera aplicacién de leche en el 
periano, es el fenémeno irritativo sobre todos 
y cada uno de los elementos del ano-recto y 
los que lo rodean; fendmeno irritativo que en 
un primer momento actia por el dolor que 
inhibe toda funcién local manteniendo en 
hipercontraccién toda aquella armadura mus- 
cular que hemos descrito al principio. Y como 
quiera que juntamente hacemos una terapia 
de inhibicién fagal, hay un reposo absoluto, 
que dura todo el tiempo del tratamiento hasta 
que al final, el fenémeno irritativo cede su 
lugar al proceso de fibrosis que mantendra 
definitivamente fijado el prolapso, por retrac- 
cién de todos los elementos hacia los puntos 
donde se ha inyectado la leche, a semejanza 
del anillo de Thiersch en los nifios, que después 
de un mes 0 mas, de estar aguantando el pro- 
lapso, al retirarsele deja en su lugar un anillo 
cicatrizal que lo fija definitivamente. 


TECNICA DE NUESTRO PROCEDIMIENTO 


En toda la literatura revisada hemos visto que 
en ninguna hay la menor referencia al empleo de 
este tratamiento en el adulto. Algunos tratadistas 
hacen del procedimiento una mencién honrosa sin 
dar mayor detalle de casuistica ni resultados ob- 
tenidos, menos de las condiciones previas 0 pos- 
teriores al procedimiento. 

Cémo procedemos nosotros: 

Primera condicién esencial, sine qua non, es 
eatalogar al individuo exactamente en sus condi- 
cionea bio-patalégicas, determinar la naturaleza 
del terreno y modificarlo en el sentido de la nor- 
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malidad. ;Es un hiponutrido? %Ks un sifilitico? 
4 Es un enflaquecido? un anémico? ete. 

Tomamos algunas semanas para el tratamiento 
previo y somtemos al paciente a un régimen reglado 
de sobrea limentacién y medicacién reconstituyente 
a base de extracto hepdtico, arsenicales, estrienina 
y vitaminas; corregimos el estreflimiento mediante 
una adicién adecuada de celulosa y agua, contro- 
lando el peso sistemdticamente cada 8 dias. Es 
decir, elevamos su tono muscular, estimulamos su 
biologismo y si hay tuberculosis 0 sifilis rechazamos 
al paciente y ponemos en manos del especialista 
para su euracién previa. 

Puesto asi el paciente en condiciones é6ptimas, 
en la vispera de la intervencién mandamos aplicar 
un enema evacuante y suministramos una pildora 
de 2 centigramos de extracto de tebaico. En la 
mafana misma, antes de la sesién, mandamos 
aplicar otro enema evacuante y tomar otra pildora 
de tebaico. Colocamos al paciente en la posicién 
proctolégiea y con una aguja de 6 ctms. aplicamos 
escasamente 14 centimetro de leche estéril en 4 
puntos cardinales del perirecto guiando la punta 
de la aguja con el dedo indice introducido en el 
lumen, a fin de practicar la inyeccién lo mas 
cerca del perirecto. 

Queremos recalear aqui la diferencia notable de 
nuestro procedimiento con el de algunos autores: 
nosotros aplicamos en una primera sesién justa- 
mente medio centimetro, mientras aquellos indican 
10 o 20 centimetros. Practicamos asi porque los 
pacientes de nuestra casuistica son sensibles al 
chock proteinico; al menos fué nuestro pensa- 
miento inicial y posteriormente lo ‘sistematizamos 
en vista de su eficacia. 

Diferimos también de la técnica empleada en 
niiios por Shoster y Lenebach en que éstos intru- 
ducen le aguja a través de la mucosa anal y 
nosotros lo hacemos a través de la piel del periano, 
porque pensamos que se podrian arrastrar ele- 
mentos de contaminacién hacia el perirecto y a la 
fosa isquiorectal. 

Durante los siguientes dias, mantenemos al pa- 
ciente con dieta blanda y con medicacién analgica 
y pequefias cantidades de amerol. Tomando las 
mismas precauciones hacemos la segunda aplica- 
cién al 3° dia; esta vez doblamos la cantidad de 
leche y aplicamos 1 ee. en otros 4 puntos diferentes 
a los de la primera sesién y siempre en posiciones 
opuestas. Despiies de otros 3 dias hacemos la 
tercera aplicacién y asi hasta conseguir el resultado 
deseado aumentando cada vez medio ecentimetro 
etbico y siempre en puntos diferentes, guidndonos, 
a fin de hacer inyecciones bien distanciadas, por 
las horas de la esfera de reloj. Quiere decir que 
si tuviéramos que aplicar innumerables veces, 
habriamos hecho tantas como minutos tiene la 
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esfera de reloj y en conjunto, la fibrosis provo- 
cada seria en absoluto semejante a la provocada 
por el alambre de Thiersch. 

Pero en los casos que hemos tratado, no hemos 
necesitado aplicar sino por cuarta vez en un pa- 
ciente y en los demas por tercera vez. 

La leche que utilizamos es de preferencia leche 
integra de vaca, fresca, que la esterilizamos mo- 
mentos antes, por ebullicién; preferimos a la leche 
tindalizada porque nos ha dado mejores reacciones 
generales y locales. 

Lamentamos que nuestra casuistica sea tan re- 
ducida: 8 casos, de ellos 7 con éxito definitivo y 
uno recidivado, todos ellos observados en el curso 
de dos afios. La recidiva del caso tinico fué hasta 
aleanzar sus dimenciones iniciales, pero se trata 
de un individuo tarado, sordo-mudo de nacimiento 
con reacciones serolégicas fuertemente positivas. 
Este paciente fué sometido al tratamiento pre- 
conizado despies de un intenso tratamiento anti- 
luético y estando negativas sus reacciones; sin 
embargo a los 6 meses, principié a perder nueva- 
mente sangre en las deposiciones y cuando lo 
vimos, presentaba otros paquetes hemorroidiarios 


que deformaban el anillo prolapsado y juntamente 


ostentaba un axcema salvarsanico generalizado. Lo 
operamos de sus hemorroides sin conseguir corregir 
su prolapso. 

Otro caso que vale la pena mencioner es el de 
un conductor de émnibus, individuo pusilénime, 
propenso a la lipotimia que recibié una tnica 
sesién y luego pidié el alta. Despties de mucho 
tiempo lo vimos incidentalmente y habia curado 
de su prolapso. 

El peniltimo caso lo mencionamos porque tam- 
bién se trata de un paciente hiperestésico, que 
recibié una tnica aplicacién sin querer someterse 
a las demas por el dolor que experimentaba, en- 
tonces lo anestesiamos previamente con novocaina 
y vimos que a las 24 horas el prolapso se presen- 
taba con sus mismos caracteres. De lo que sacamos 
una conclusién: que bloquedas las terminaciones 
nerviosas no habia ese dolor inhibidor al que nos 
hemos referido anteriormente. Como quiera que 
este paciente a tenia la vez hemorroides, lo opera- 
mos y después de 12 dias observamos que el pro- 
lapso no se presentaba. Sobre este particular aun 


no podemos hablar de éxito curativo y mds bien 


esperamos que a breve plazo veamos nuevamente 
el prolapso. 


Son pues tépicos interesentes por considerar 
los siguientes: prolapso rectal y hemorroides ; 
prolapso rectal y estrefimiento; cerclaje pro- 
teinico y dolor. 

Es decir, que en la asociacién prolapso- 
hemorroides, este iltimo factor juega rol pri- 
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mordial, teniendo que dejar nosotros estable- 
cido, que la hemorroidectomia previa es con- 
dicién indispensable para el éxito cerclaje 
proteinico. 

Algo semejante tenemos que decir de la aso- 
ciacién prolapso-estrenimiento. Tratar el est- 
rehimiento es el problema basico para el éxito 
de este método, pues si simultaneamente no 
se ha corregido este factor predisponente se 
corre el riesgo de una recidiva. 

Finalmente, un tiltimo tépico de trascenden- 
cia es el dolor que provoca la inyeccién de 


leche y es necesario pensar que, si como hici-: 


mos en nuestro Ultimo paciente, bloqueamos 
las terminaciones nerviosas, el fracaso sera 
evidente. jSon acaso las fibras nerviosas las 
encargadas de provocar, sea el metabolismo 
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local de la proteinas, o de desencadenar la 
fibrosis, por ser elementos mas sensibles al 
agente que empleamos? 

Esto sera materia de nuestras préximas 
investigaciones. 
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con altri casi publicati da Moore. Tutti i sin- 
tomi dileguarono con una cura medica anti- 
epilettica: la specificita delle cura venne con- 
fermata da una recidiva appena sospesi i 
medicamenti. 


SUMARIO 

El autor describe en detalle el caso de una 
joven en los comiensos de la tercera decada 
de la vida que presento en los principios de 
la enfermedad un sindrome simulando la 
obstruccién intestinal aguda y una historia 
de varias intervenciones quirtirgicas en otros 
hospitales para el tratamiento de dicho sin- 
drome en ataques precedentes. 
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Debido a la similaridad de este caso con 
los de Moore y el hecho de que este caso 
fallo de responder al tratamiento se llego a 
la conclusién de un diagnostico de epilepsia 
abdominal. Cuando se instituyo un trata- 
miento de acuerdo con este diagnostico la 
pacienta mejoro notablemente y tambien es 
muy significante el hecho de que cuando se 
descontinuo dicho tratamiento por un periodo 
corto de tiempo el sindromo retorno contoda 
su intensidad. 
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Evaluacién de la Gastroscopia en el Estudio 
del Cancer GaAstrico 


WILLIAM E. RICKETTS, M.D.* 


ENGLISH SUMMARY 


The author reviews his experience and 
that of other investigators on the value 
and shortcomings of gastrosecopy the 
diagnosis and prognosis of gastric cancer, 
particularly in regard to its operability. 
He feels that gastroscopy is of great value 
in the diagnosis of infiltrating cancers local- 
ized in the middle and inferior thirds of 
the stomach while radiography is of far 
greater value in those located in the pyloric 
and cardiae regions. 


un problema de gran importancia en lo 

que se refiere al_diagnéstico precoz, es 
decir al hallazgo de las lesiones iniciales de 
dicho mal, permitiendo de esta manera su re- 
secciOn quirtrgica. 

Desde el descubrimiento en 1932 del gastro- 
scopio semi-flexible por Wolf y Schindler, se 
han hecho muchos estudios sobre la valora- 
cién de este procedimiento en el diagndstico 
del cancer gastrico, muchos de ellos de indole 
estadistica 11% Schindler ' ha encontrado que 
usando conjuntamente la radiologia y la gas- 
trosecopia como medios diagnésticos en las 
enfermedades del estomago existia un margen 
de error de solo 3 por ciento y un diagndéstizo 
no definido en 4 por ciento. Ultimamente 
Ricketts vy Pollard?* en una serie de 1297 
casos con 1,500 gastroscopias y los cuales 
fueron asimismo sometidos a un examen radio- 
l6gico encontraron resultados gastroscépicos 
en desacuerdo con los radiol6gicos en 335 
enfermos, 0 sea en un 27.36. por ciento. 

A continuacién discutimos el valor de la 
gastroscopia en el hallazgo precoz de las 
lesiones malignas, asi como la importancia de 
su diagnéstico maeroseépico, loealizacién y 


A enorme frecuencia del cancer gastrico crea 


* Del departamento de medicina de la Universidad de 
Chicago, 


CHICAGO, ILLINOIS 


extensién y el valor prondstico de este pro- 
cedimiento diagnéstico. 

El hallazgo precoz del cancer gastrico es 
un ideal no alcanzado hasta el momento pre- 
sente. Se ha intentado el diagndéstico de 
lesiones precancerosas pero desaforturada- 
mente se ha visto que éste no es posible con 
los medios de diagnéstico con que actualmente 
cuenta la ciencia médica. La palabra diag- 
néstico ‘‘precoz’’ puede ser interpretada con 
dos significados diferentes '®: primero como 
permitiendo ‘‘la curacién’’ despues de la re- 
seccién operatoria. Desgraciadamente ni la 
radiologia ni la gastroscopia son procedi- 
mientos que puedan lIlenar este requisito. 
Cuando aparecen los primeros sintomas cli- 
nicos que llevan al enfermo hacia una consulta 
médica en el mayor ntimero de easos la neo- 
plasia primaria ha _ producido metastasis 
locales, regionales o distales, dando por re- 
sultado una alta recurrencia del mal. El 
segundo significado de la parabra ‘‘precoz’’ 
se refiere al tamaiio de dichos tumores. Usando 
este segundo significado sin especificar la 
operabilidad, la contribucién de la gastro- 
scopia es de sumo valor como ha sido probado 
por diferentes 

En el diagnéstico de las lesiones llamadas 
‘“precancerosas’’ tales como la gastritis atré- 
fica, la Ulcera gastrica benigna y la poliposis 
del est6mago existe, marcado excepticismo en 
considerar las dos primeras como tales. De 
acuerdo con muchos autores la gastritis atré- 
fica predispone al cancer Hurst 2° poniendo 
de manifiesto qua la gastritis crénica es la 
enfermedad primaria comin del est6mago y 
cree que su prevenci6n seria la prevencién de 
la lcera y el cancer gistricos. En modernas 
publicaciones hay una mareada resistencia, 
entre histélogos y patélogos, a considerar la 
gastritis crénica o Ja tileera benigna como 
lesiones precancerosas y otros. Moutier 23 
se coloca en el extremo opuesto manifestando 
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que la gastritis atréfica no es una enfermedad 
del est6mago sino la expresién de una condi- 
cién general del organismo. Estudios clinicos 
y patolégicos no han podido demostrar que 
la llamada gastritis atréfica crénica sea pro- 
ducida por una inflamacién de la mucosa 
gastrica. Benedict 74 ha sugerido que se debe 
a factores de deficiencia. Guiss y Stewart 7 
han encontrado una ocurrencia similar de 
gastritis atréfica en casos con diferentes enfer- 
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de cancer gastrico. Los mismos han hallado 
en autopsias de sujetos aparentemente nor- 
males mayores de 40 anos, que el 82 por ciento 
de estémagos presentaban gastritis atréfica, 
caracteristica en el 97 por ciento de est6magos 
con eancer gastrico. La degeneracién de Ja 
tleera benigna en maligna no ha sido probada 
en forma alguna. Ewing?! dice: ‘‘E] tema 
de la histologia del cancer gastrico esta en su 
infancia, si ha aleanzado ya este nivel.’’ 

La graduacién del tipo de cancer gastrico 
ha sido planteada siguiende dos clasificaciones : 
microscépica y Schindler 
ha encontrado la segunda de mas valor. El 
mismo autor !® ha comparado la importancia 
del estudio macroseépico y microscépico del 
cancer gastrico en 39 enfermos encontrando 
que no existe entre ambas una estricta 
correlaci6n. 

El tipo macroscépico de cancer y la exten- 
sién de las lesiones malignas ha sido sugerida 
como criterio de posibilidad operatoria 1° 
lo cual no es aceptable hoy en dia. Pues el 
progreso de la moderna cirujia ha hecho 
posible la reseccién extensa de tumores abdo- 
minales. La frecuencia de la reseccién del 
eaneer gastrico ha aleanzado el 43.5 por 
ciento?* y 44 por ciento.*® Frecuentemente 
es posible apreciar en pacientes operados que 
ciertos tumores de pequeno tamano producen 
extensas metastasis desde temprano y por el 
contrario ciertos tumores polipoides de gran 
tamafio no las producen sino muy tardiamente. 
El eriterio de reseccién géstrica es pues un 
problema dependiente en gran parte de las 
metastasis del tumor gastrico. Si existe 
alguna correlacién entre el tipo y el tamano 
del tumor y su operabilidad no es en forma 
alguna una correlacién absoluta. 

Las lesiones malignas del est6mago pueden 


J. INTERNAT. 
COLL. SURG, 


ser de tipo infiltrante, polipoide o ulceroso. El 
examen gastroscépico de cada caso debe ser 
considerado en. una forma particular en lo 
que se refiere a la localizacién de dicho tumor, 
a su tamano, extensién y tipo de lesién. 

El tipo infiltrante que es el de peor pro- 
nostico ha sido encontrado por Schindler *” 
en el 63.2 por ciento de los casos. La infiltra- 
cién carcinomatosa puede ser difusa 0 locaii- 
zada. En la primera llamada linitis plastica 
la gastroseopia contribuye poco al diagnéstico, 
rara vez el gastroscopio puede ser pasado al 
est6mako, pues el cardia se encuentra iniil- 
trado haciendo imposible el paso del instru- 
mento. Este diagnéstico queda pues reservado 
para la radiologia. El cancer infiltrante de 
tipo localizado aparece gastroscépicamente 
mostrando una mucosa indurada, rigida, era- 
nular palida y sin motilidad. El diagndéstico 
diferencial de estos casos incluye: gastritis 
hipertrofica, sifilis, linfoblastoma y linfosar- 
coma. Cuando el tumor infiltra el antro 
pilérico le confiere la aparencia de un cono 
rigido bastante caracteristico. En otras o¢a- 
siones la infiltracién cancerosa que signe los 
linfaticos del est6mago toma un aspecto con- 
eéntrico invadiendo un segmento sumamente 
localizado, lo cual es claro en los tumores 
localizados a nivel pilérico. Estas lesiones de 
tipo concéntrico producen sintomas de obstrue- 
cin pilérica y en veces no son conceptamente 
diagnésticas ni por radiologia ni por gastro- 
scopia. Este ultimo procimiento solo permite 
localizar una imagen muy similar al piléro 
normal, con ondas peristalticas que terminan 
a nivel de la obstruccién en forma concéntrica 
y diafragmatiea. 

Es mas indicado el emplear el término can- 
cer ulcerado que el de tileera maligna, puesto 
que posiblemente todas las lesiones malignas 
ulceradas han sido desde su inicio cancerosas. 
El] diagnéstico diferencial entre cancer ulee- 
rado y la tileera benigna del estémago depende 
de muchos factores, uno de los mas importantes 
es la localizacién de la lesién ulcerosa. 
Schindler *° ha hecho un estudio detallado de 
los signos en favor de las tileeras de caracter 
benigno y maligno, dividiendolos en cuatro 
grupos. En el primer grupo considera !os 
signos en favor de lesién benigna v. gr.: 
limite definido de la tleera sin bordes levan- 
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tados, falta de infiltracién de la mucosa cir- 
cunvecina, presencia de puntos hemorragicos 
sobre dicha mucosa, distorsién en arco del 
angulo del est6mago o signo de Henning, 
pliegue mucoso que produce una deforma- 
cién en reloj de arena, y finalmente la pre- 
sencia de pliegues de la mucosa convergiendo 
hacia la lesién uleerosa. En el segundo grupo 
incluye los signos que no prueban la benigni- 
dad de la lesién tales como, la mucosa normal 
distante de la Uleera, el color uniforme de la 
pared gastrica de la mucosa cireunvecina, la 
presencia de islotes mucosos dentro de la 
tlcera. En el tercer grupo estén ineluidos 
los signos en favor de conos uleerizados. Ellos 
son: inclinacién de uno de los bordes de la 
tileera, nédulos y masas tumorales en sus in- 
mediaciones, puentes de mucosa cubriendo la 
ulceracién, nédulos y material cristalino flo- 
tando en su suelo, hemorragia de uno de sus 
bordes, color obscuro de sus paredes, palidez 
de la mucosa cireunvecina y ulceraciones en 
la pared que rodea la tilecera. En el cuarto 
grupo de signos quedan incluidos aquellos que 
no prueban su malignidad v. gr.: su gran 
tamafo, cambios atréficos de la mucosa cir- 
cunvecina, paredes edematosas y endurecidas 
de la mucosa, borde irregular, material ne- 
erético o nédulos en su suelo. Es muy im- 
portante el considerar la localizacién de la 
lesibn ulcerosa. Las tleeras piléricas visuali- 
zadas gastroscépiamente son practicamente 
siempre, de indole maligna pues las ulcera- 
ciones benignas deforman el antro pilérico en 
forma tal que no permiten la visualizacién cel 
piloro.*® Schindler ha encontrado que las 
tileeras con infiltracién gastrica de etiologia 
maligna ocurren en ei 17.6 por ciento y aque- 
llas sin infiltracién gastrica en el 16 por ciento 
de los easos.”° 

Los signos arriba mencionados si bien 
ayudan considerablemente en el diagnéstico 
gastroscépico del cancer ulcerizado sin em- 
bargo ninguno de ellos es patognomoénico. Al 
hacer el diagnéstico diferencial de las lesiones 
muy a menudo los datos de mas interes son 
encontrados no propiamente a nivel de la 
uleeracién sino en la mucosa inmediata. El 
conjunto de los signos arriba enumerados es 
de mas importancia que su estudio en par- 
ticular. La importancia de la gastroscopia 
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realizada por un experto endoscopista es de 
gran valor en el diagnostico de las uleeraciones 
gastricas. 

Las masas polipoides del est6mago producen 
al examen radiol6gico una caracteristica falta 
de relleno. Estas imagenes al examen gastro- 
scépico pueden corresponder a diferentes le- 
siones v. gr.: las formas de apariencia nodular 
y tumoral de las gastritis hipertréficas, la 
poliposis multiple benigna del est6mago, los 
tumores benignos del est6mago y la mucosa 
redundante gastrica. El tipo de carcinoma 
polipoide ha sido encontrado por Schindler 7° 
con una frecuencia de 2.9 por ciento entre 
los tipos de cancer gastrico. - 

Cuando las lesiones polipoides estan locali- 
das cerea del cardia, el gastroscépico, a veces, 
no puede ser pasado al est6mago. Moutier “! 
ha individualizado la regién yuxtacardiaca 
del est6mago en clinica, radiologia y gastro- 
scopia con eriterio que tiene mucho interés en 
el diagnéstico diferencial de las lesiones situa- 
das en el cardia o en las inmediaciones de 
esta regién. Cuando los tumores polipoides 
estan localizados en el tercio inferior 0 medio 
del est6mago frecuentemente co-existen con 
lesiones de tipo ulceroso y presentan poco difi- 
cultad en el diagnéstico gastroseépico. 

La gastritis crénica hipertréfica ocasional- 
mente se acompaiia de un desarrollo conside- 
rable de los pliegues de la mucosa gistrica, lus 
cuales producen imagenes radiolégicas con 
falta de relleno que son dificilmente diferen- 
ciables de las producidas por un eancer poli- 
poide. En mi experiencia he encontrado de 
gran valor al hacer el diagndéstico diferenzial 
gastroscépico de esta variedad de gastritis 
hipertréfica el hallazgo en los pliegues hiper- 
tréficasos de una mucosa, cierta granulacién 
que semeja las pequefas piedras de un pavi- 
menio ecaracteristica de las gastritis hiper- 
tréficas, los pliegues asimismo siguen una 
direccién paralela al eje mayor del estémago. 
En la literatura se han descrito muchos casos 
de gastritis hipertréfica las cuales tuvieron 


‘un diagnéstico de cancer radiolégicamente 


que fué desvirtuado luego en el acto opera- 
La gastritis hipertréfica de tipo 
nodular tiene un aspecto muy particular pro- 
duciendo nédulos de tamaho uniforme, que 
en los casos de tipo difuso aparece produciendo 
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imagenes laculares miultiples del est6mago. 
La mucosa al examen gastroscépico aparece 
cubierta de muchas eminencias semejando 
p6lipos los cuales pueden alcanzar en ciertos 
casos el tamafio de una cereza.*® Los tumores 
benignos del est6mago producen imagenes de 
deficil interpretacién radiol6gica cuando ellos 
son con fluentes simulando el cancer gastrico. 
La gastroscopia no solo permite hacer este 
diagnéstico con gran aproximacién sino en 
algunos casos puede establecer la transforma- 
cién de un tumor benigno en maligno como 
fué observado por nosotros en un caso.}* 
Schindler * ha descrito un signo que el von- 
sidera de gran valor en el diagndéstico de los 
tumores benignos del est6mago y que consiste 
en la presién de un pliegue de la mucosa en 
la superficie del tumor haciendo considerable- 
mente menor el espacio entre el tumor benigno 
y la mucosa que lo cubre. 

La tercera conducién que simula ocasionale- 
mente a la radiol6gica una imagen polipoide 
debida al cancer, es el prolapso de una mucosa 
gastrica normal punto que no ha recibido 
énfasis alguno en el estudio gastroscépico. 
La formacién en el est6mago de pliegues de 
tamafio considerable, especialemente a nivel 
del antrum produce radiol6égicamente una 
imagen que ha sido descrita como ‘‘papel 
arrugado.’’ Estos pliegues aparecen y desa- 
parecen con las contracciones del estémago. 
Ultimamente tuvimos la oportunidad de ver 
uno de estos casos diagnosticado radiolégica- 
mente como cancer pilérico el cual en sucesivos 
examenes, tanto gastroscépicos como radio- 
légicos, pudo establecerse definitivamente que 
se trataba de mucosa redundante gastrica. En 
estos casos los pliegues formados estan cubier- 
tos de mucosa normal a diferencia de los 
gruesos pliegues indurados que ocurren en 
la gastritis crénica hipertréfica. Moersch * 
ha reportado un caso de mucosa redundante 
del estémago en la cual la lesién fué inter- 
pretada gastroscépicamente como cancer y 
sélo a la operacién pudo ser establecido el 
correcto diagnéstico. Cordier y Chevalier * 


han descrito un caso con signos radiolégizos 
sugiriendo un tumor gastrico que fué encon- 
trado gastroscépicamente era debido a un 
edema del antro pilérico del est6mago pro- 
duciendo un aspecto pseudo tumoral, que los 
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autores sugieren como debido a un edema 
angioneurotico. 

En 1,297 casos consecutivamente estudiados 
un la radiol6gica y gastroscopia mostraron 
que en casos de cancer gastrico algunos fueron 
diagnésticados solamente por rayos y otros 
solamente por gastroscopia.‘* En el primer 
grupo hubo 21 casos. La localizacién de la 
lesién fué: 


Tercio inferior del estomago.... 1 
Lenon no especificada......... 


El diagnéstico gastroscépico en estos casos 
fué: 


Gastritis atréfica.............. 6 
Gastritis hipertréfica.......... 5) 
Gastritis mixta: atr6fica e hiper- 
Examen no satisfactorio....... 3 


En 7 de estos casos no pudo seguirse la evolu- 
cién de los enfermos no comprobandose la 
veracidad de dicho diagndéstico, en tres de 
ellos el diagnéstico radiol6gico mostré ser 
equivocado en la intervencién quirtirgica y 
en 11 pudo ser comprobado. En _ todos 
estos casos la lesién cancerosa no fué visuali- 
zada o lo fué incorrectamente, interpretada 
gastroscépicamente. 

En 10 casos de cancer gastrico fueron diag- 
nosticados solo por gastroscopia y no vistos 
por radiologia. Uno de estos, después de 
operado, mostré ser, al examen histdlogico del 
est6mago, un proceso benigno, dos no tuvieron 
comprobacién operatoria y en 5 fué compro- 
bada la veracidad del diagnéstico gastroseé- 
pico. De estos 5 casos el tumor fué ulceroso 
en tres, polipoide en un caso y mixto en otro. 


SUMARIO Y CONCLUSIONES 


1. La importancia de la gastroscopia en el 
diagnéstico del cancer gistrico es descutida. 


Tercio media del est6mago..... 4 a 
1 
| 
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2. Gastroseépicamente creo que no es posi- 
ble diagnésticar la operabilidad del cancer 
gastrico. 

3. El doble significado de la palabra lesién 
““precoz’’ es discutido. 

4. El diagnéstico gastroscépico del cancer 
edstrico debe ser considerado teniendo en 
cuenta la localizacién de la lesién, su exten- 
sién y tipo. En la forma difusa infiltrante 
neoplasica 0 linitis plastica el valor gastroseé- 
pico es minimo siendo la radiologia el método 
de eleccién. Los carcinomas infiltrantes locali- 
zados del tercio medio e inferior des est6mago 
son en general diagnésticables facilmente por 
gastroscopia. La radiologia da informaciones 
mas precisas sobre las tumores localizados en 
el piloro o en el cardia. 

5. El estudio conjunto de los diversos signos 
desecritos para diferenciar las lesiones ulcerosas 
de tipo maligno y benigno es considerado de 
mas valor que el estudio de dichos signos en 
particular. 

6. La gastroscopia permite en el mayor 
ntimero de casos el diferenciar las diversas 
lesiones que producen una imagen radiolégica 
con falta re relleno tales como el cancer poli- 
poide los tipos nodular y tumoral de las 
gastritis hipertréfica, los tumores benignos y 
la mucosa redundante del estémago. 


BIBLIOGRAF{A 


M., Bur, J. B., y Montejano, B., Semana Méd. 


1. Roy 
44:1487— “1491, 1937. 
2. Loe, Ralph H., Medicine $37:139-142, 1938 
3. Sherw , James E., M. J. Australia 26: 791-794, 1939, 


CANCER GASTRICO 


JAN.-FEB. 
1948 


324, 1940. 

5. Giere, Norman, Southwestern Med. 24:115-119, 1940. 

6. Kenamore, Bruce, y Scheff, Harold, J. Missouri State M. 
A. 37:469-471, 1940. 

& Schindler, Rudolf, Am. J. Digest. Dis. %7:160-164, 1940. 

8. Guyer, R. B., Brit. J. Radiol. 16:241-246, 1943. 

9. Renshaw, R. J. F., Cleveland Clin. Quart. 9:179-122, 
1942; Am. J. Digest. Dis. 9:401-404, 1942. 

10. Henkel, K., Miinch. med. Wehnschr. 

as. Benedict, Edward B., Gastroenterology 1:62-66, 1943. 

12. Hardt, Leo Hufford, A. Ray, y Rabens, 
Gastroenterology 4:466-472, 1945. 

13. Ricketts, William E., y Pollard, Marvin H., Gastro- 
enterology (to be published). 

14. Schindler, Pat y Letendre, Paul, Surg., Gynec. & 
Obstet. 95:547-557, 1942. 

15. Baumel, J., Weg Oesoph. et Gastr. 105:124, 1937. 

16. Schindler, Rudolf, 3: Nat. Cancer Inst. 1: 451-480, 1940. 

17. Liebowitz, Robert H., Rev. Gastroenterol. 6:516-525, 


18. Schiff, Leon, Arch. Surg. 46:865-870, 1943. 

19. Chevalier, Rene, Lyon méd. 69: a 1937. 

20. Hurst, Arthur F., Guy’s Hosp. Gaz. 50:227-237, 1936. 

21. Guiss, Lewis, y Stewart, Fred W., Arch. Surg. 46:823- 
844, 1943. 

22. Palmer, Walter am y Humphreys, Eleanor, Gastro- 
enterology 3:257-274, 1944 

23. Moutier, Francois, Traité de Gastroscopie et de Patologie 
Endoscopie di Estomac, Paris, Masson & Cie, 1935. 

c Benedict, E. B., New England J. Med. 212:468-472, 
1935 

25. Broders, A. C., J. A. M. A. 74:656, 1920. 

26. Borrmann, R., Henke-Lubarsch, Handb. d. spez. Pathol., 
Anat. u. Histol., Vol. IV, Part 1, p. 865. Berlin, Julius 
Springer, 1926. 

27. Lahey, F. H., A Manual for eye 1940 

28. Maimon, S., y Palmer, Walter L. (to be published). 

29. Schindler, Rudolf, y Gold, Rubin L., Surg., Gynec. & 
Obst. 69:1-17, 1939. 

30. Schindler, Rudolf, y Arndal, O., Arch. Surg. 44:473- 


488, 19. 

et Debray, Charles, Presse méd. 
46:433-435, 
32. Cole, L. M. Clin. North America 1933. 

33. Kantor, J. LL Roentgenol. 35: te 
4. Scherer, H. Frankfurt. Ztschr. 40:357-381, 


35. Feldman, M., Radiology 41:181-183, 
36. Renshaw, J. Cleveland Clin. Quart, 131, 1940. 
37. Windholz, F., Radioloxy 17:514-519, 1931. 
- Schindler, Rudolf , Am. J. Digest. Dis. 6:523- 529, 1939. 
Henning, _— of Gastroscopy, H. W. Rodgers, 
Oxford Med. Pub 
40. Schindler, Rudolf; eter.) David J., y Mintz, E. Lew, 
Am, J. Digest. Dis. 9: 289-292, 
41. Moensch, Herman J., y Wier, "James F., Am. J. Digest. 
9: 287-289, 1942, 
Cordier, M. M. V., et Chevalier, Rene, Lyon méd. 
68: -384, 384- —386, 1936. 


4. Flexner, J., y Fleisman, A., Am. J. Digest. Dis. 7:323-, 


r 


139. 
* 
‘ 
4 
ite. 


Editorials 


of Christ civilization marched for- 
ward through achievement of scientific 
-endeavor. 

The sciences of embalming, surgery, archi- 
tecture, and agriculture were already estab- 
lished in the narrow valley of the Nile when 
China and India were but budding empires 
in the far removed Orient. 

Then came science leading the way to ex- 
ploration of other lands through the medium 
of ships, maps and astronomy. The rewards 
were newer lands, greater riches and more 
abundant opportunities. The discovery of 
new continents meant conquest with its cor- 
responding native resistance, rebellion and 
battle. This meant war, and science again 
lead the way to various means and methods 
of destruction of man. How much science 
has progressed to the present time can well 
be reflected in the moderw armamentarium 
of warfare including guns, tanks, ne 
submarines and planes. 

The more recent, ultimate, in destruction 
of life and property is the appropriation of 
nuclear energy into the workable and destruc- 
tive force of the atomic bomb. Here again 
science leads the way for mass destruction 
of human beings as contrasted to its former 
creation of blessings for a growing civiliza- 
tion. In every phase of our economy we have 
developed and progressed through scientific 
research, crudely as the term might have been 
used in earlier and more formative years. 

Before the application of science the savage 
looked upon disease as punishment from some 
angry god. The symptoms were ascribed to 
the machinations of departed spirits or ghosts, 
to activities of slain animals, to human ene- 
mies supposedly possessed of supernatural 
powers capable of casting spells of mental 
and physical aberrations over the body. The 
cure, then, naturally followed along the lines 
of the same type of primitive thinking and 
resolved itself into two fundamental pro- 
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cedures: first, to atone for the offense by 
making sacrifices calculated to propitiate the 
offended deity, or by doing penance for one’s 
sins even to the point of personal torture 
by submitting to, or committing, self-inflicted 
wounds. Second, on the assumption that the 
disease had resulted from the invasion of 
the body by unfriendly demons, the relief, 
it was thought, might be obtained by making 
the body as unpleasant an abode as possible 
for such evil spirits or demons. This was 
accomplished by starving, torturing the vie- 
tim, by the taking of nausea-producing herbs, 
by vomiting and similar drastic measures. 

Science began to exert its influence with 
early Greek civilization some 400 years before 
Christ. The Greeks recognized a god or god- 
dess for every phase of their existence, and 
among these was Asklepias (more commonly 
called by his Roman name, Aesculapius), 
the god of medicine. The sick and infirm 
continued to pray to the god of medicine. 
Then about 300 years before Christ came the 
more or less scientifie writings of Hippocrates, 
who dealt with ‘‘humors’’ of the blood, frac- 
tures and dislocations in a respectable man- 
ner but with little or no knowledge of 
anatomy. 

Galen, in the second century of the Chris- 
tian era, made valuable contributions to the 
science of anatomy and physiology. The study 
of anatomy, perhaps the most outstanding 
contribution to the new era in medicine, was 
further developed by Vesalius whose book on 
Anatomy was followed in close detail by 
Ambroise Paré in his development of surgical 
technie. 

Science extended its service to humanity 
with the work of William Harvey who pub- 
lished in 1628 his immortal discovery of the 
circulation of the blood; with John Hunter 
who is considered by Garrison and others to 
be the founder of experimental and surgical 
pathology; with Louis Pasteur through his 
discovery of bacteria and fermentation and 
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tive effects of such organisms; with Joseph 
Lister whose work, predicated upon the work 
of Pasteur, inaugurated the antiseptic period 
in surgery, which has now been supplanted 
by the more modern era of asepsis. Then 
came the discovery of x-rays by Roentgen in 
1897, of radium by Pierre and Marie Curie 
in 1898. Much of the rapid progress in 
medicine is due to these discoveries which 
deserve to be recorded among the greatest 
contributions of all time to the advancement 
of medicine and science. 

Even so innovations in medical and sur- 
gical science of the current period become 
too numerous to recite. Suffice it to say 
that almost yearly science brings forward a 
new discovery of permanent value which pro- 
longs the life or ameliorates the suffering 
of humanity. We recall the discovery of in- 
sulin by Dr. Banting of Toronto which added 
years of usefulness to diabetic patients, the 
discovery of sulfanilamide by Gerhard Do- 
magk of Germany whose victory over certain 
types of infection has been phenomenal, the 
discovery of penicillin by Dr. Fleming of 
England with its remarkable control of the 
streptococci and similar infections which, 
when combined with the newer sulfa com- 
pounds, has reduced the extremely high mor- 
tality of pneumonia from 25 per cent to 9.3 
per cent. 

Modern surgery owes a debt of thanks for 
the studies from which evolved the four com- 
patible blood groups discovered just prior to 
World War I. Both operability and mor- 
bidity, as well as lowered mortality, have 
received a marvelous impetus because of the 
utilization of whole human fresh blood in 
the aged or substandard risk. 

In Colonial America, we find the men 
of science seeking professional fellowship 
through organization of a medical society in 
1735. This was a forerunner of the Massa- 
chusetts Medical Society and, oddly enough, 
was organized just 200 years before the Inter- 
national College of Surgeons was founded in 
Geneva, Switzerland. 

It remained for Dr. Nathan S. Davis of 
Chicago to organize the American Medical 
Association in 1846. Though dead for three 
quarters of a century, he remains in the 
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affectionate recognition of American physi- 
cians as the Father of the American Medical 
Association. He also founded the Chicago 
Medical College, later to be known as North- 
western University Medical School. He was 
the first editor of the Journal of the Ameri- 
can Medical Association which made its first 
appearance to the physicians of America in 
July 1883. 

In America, the desire for study and ad- 
vancement of medicine became increasingly 
greater, and in 1910. the Clinical Congress 
of Surgeons was organized which, in 1913, 
was combined with the newly organized 
American College of Surgeons. The College 
promptly began the standardization of hos- 
pitals, the differentiation between surgeons 
and practitioners of internal medicine, as well 
as other specialties, the establishment of 
eanecer clinics with minimum standards of 
service, the creation of a superlative library 
and service with a JouRNAL which has grown 
to be one of the finest in the world. Many 
of these services should have been done by 
the parent organization, the American Medi- 
eal Association which, by and large, should 
lead the way and create the pattern by which 
all subsequent organizations should grow and 
function. The American College, the Royal 
College of England and Ireland, of Canada 
and of Australia, all have more or less limited 
their sphere of activity to their respective 
countries as evidenced by their names. 

With the advent of World War I, surgeons 
of many foreign countries were thrown to- 
gether in an allied effort to win the war 
against Germany. Naturally, methods of 
surgical procedures and related activities were 
discussed, mutually profitable ideas were ex- 
changed, lasting friendships were made, and 
an insatiable desire was aroused to exchange 
methods, ideas, standards and, most of all, 
to continue the friendships they had learned 
to treasure and respect. 

This desire spread over the world, with 
increasing interest in foreign lands as well 
as in our own America. The idea of an 
International College of Surgeons originated 
with Dr. Max Thorek of Chicago. A group 
of noted surgeons met in Switzerland and 
after thorough deliberations the College was 
founded in Geneva in 1935 and incorporated 
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later in Washington, D. C. It was decreed 
that since the idea was promulgated by an 
American surgeon, a distinguished member 
of the European profession should be made 
President. Professor Arnold Jirasek, a most 
capable surgeon, author and teacher of 
Prague, Czechoslovakia, was wisely chosen 
for this honor. 

Thus, on that memorable day in 1935 in 
beautiful and peaceful Switzerland, whose 
greatest weapon of defense is the jealousy of 
her surrounding stalwart powers, was founded 
an organization whose very name flashed 
over the world and caught the synchronous 
thinking of a dormant ideal and activated 
it into a living, growing cosmopolitan insti- 
tution for the elevation of surgery and sur- 
geons everywhere. 

Motivated as it is by the Creed of Pasteur, 
that Science belongs to no country because 
Knowledge is the patrimony of humanity, the 
toreh which enlightens the world, the Inter- 
national College of Surgeons strives to create 
a common bond among the surgeons of all 
nations and to promote the highest standards 
in surgery throughout the world without re- 
gard to nationality, creed, or color. 

As an attestation of the demand for an 
International College, there are already mem- 
bers in fifty-one countries of the: world, and 
many of these have active, thriving chapters 
busy in pursuit of their avowed objective— 
international good will, professional fraterni- 
zation, and the elevation of surgical standards. 

There is not now, nor ever has been, any 
thought or desire to detract from the prestige, 
purpose or program of existing surgical or- 
ganizations in the various countries of the 
world. Rather would the International Col- 
lege of Surgeons hold out the hand of a 
world organization to weleome into its mem- 
bership such fine organizations as do now 
exist only on a national level in the various 
countries. Thus can be envisioned an asso- 
ciation of surgical organizations, already 
powerful in scope and influence on a national 
level, amalgamating themselves into an Inter- 
national family in which there should exist 
no rivalry, but which could:and would be- 
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peace and universal standardization of sur- 
gical principles and procedures. 

Truly, in my humble opinion, this is not 
a dream of a surgical Utopia, but is the 
present trend in thinking of peace-loving men 
of science everywhere. These impressions 
have been gathered as I have traveled in most 
of the countries of the world and through 
correspondence with countless numbers of 
leading surgeons throughout the vast empires 
of the earth. 

Time will be required to annihilate sus- 
picion, jealousy and envy, which have been 
the short-lived adversaries of every worth- 
while organization in existence. Without ex- 
ception, however, the newer organization, born 
at a propitious time, with broader and newer 
concepts in keeping with the changing trends, 
has grown in power and prestige because of 
its forthright purpose and program. The 
animosity toward it of dwarfed personalities 
will perish, its opposition will become a 
trembling shadow of age, and the organiza- 
tion, with modern methods, unselfish purpose 
and dynamic leadership, will mareh proudly 
on to solidarity of purpose in securing and 
maintaining world peace and a higher level 
for the science of surgery. 

May I repeat that there should be no rea- 
son for jealousy in an organization which 
is global in scope and in which, at most, the 
competitive Society or College is only one 
of the many potential component Chapters 
of the parent organization. Such is the case 
as it exists in the International College of 
Surgeons. Its scope and sphere of activity 
are truly international, extending the hand 
of cooperation and support to all reputable 
surgical organizations operating on a national 
level. 

Conceived by men of vision and altruism, 
its progress and purpose guided by men of 
science, The International College of Surgeons 
moves steadily on to higher levels in which 
science leads the way. 

HerBertT ACUFF 
President, United States Chapter 
International College of Surgeons 
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IMES change and our views on acute 
abdominal disease change with them. A 
change of view may be due either to a 

change of scene or a movement of the on- 

looker. That the acute abdominal field of view 
has altered cannot be doubted. Different 
conditions of life have produced varying types 

of disease. Older surgeons will recall that 40 

years ago acute perforation of a gastric ulcer 

was a fairly common occurrence among chlo- 
rotic young women of about 20 years; chlo- 
rosis has disappeared and we now seldom see 
acute ulcers perforate in young women. The 
frequency of perforated duodenal ulcer in 
men has undoubtedly increased during the 
same period. Acute tuberculosis of the peri- 
toneum is rarer than it used to be, probably 
due to better treatment of tuberculosis in 
general. Regional ileitis or Crohn’s disease 
has become a more common disease, and endo- 
metrioma and its acute surgical complications 
also seem more in evidence. Even the age 
of our patients is tending to change, for with 
an increasing proportion of older members 

of the population we find more persons of 70 

and 80 coming for treatment for acute ab- 

dominal disorders. 
But it is not this aspect of the question that 

I wish to discuss, but rather the changed 

attitude which surgeons adopt towards the 

abdominal crisis. Within my professional 
lifetime the surgical standpoint has appre- 
ciably altered. You will recall that the whole 
of this province of surgery is of recent growth. 
The epoch-making paper by Fitz on acute 
appendicitis was published in 1886, and the 
first suecessful, planned appendectomy was 
done by Morton in 1887. The first successful 
suture of a perforated gastrie ulcer took place 
in 1892 in a little town in the Ruhr. I began 
my medical studies in 1900, when acute ab- 
dominal surgery was just getting into its 
stride and I have grown up with it. There 
has been a noticeable change of attitude. 

Forty-five years ago surgeons were trained 

as anatomists and knew little of physiology. 

Looking at things chiefly from an anatomic 

standpoint, their surgery was mechanical. 

They thought it was merely necessary to re- 
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move the diseased appendix or relieve the 
obstruction and all would be well. They 
believed that washing out the peritoneal cavity 
with gallons of antiseptic fluid or saline solu- 
tion would cleanse it of all septic impurities, 
and that the insertion of a series of drainage 
tubes into various parts of the abdomen would 
adequately drain it. Only gradually did ex- 
perience teach that the natural physiologic 
response of the tissues should be encouraged, 
for nature could do much better than most 
of those who tried to improve on or usurp 
her methods. 

An acute abdominal case was thought to 
be so grave that to wait a moment was 
perilous. Preoperative treatment was neg- 
lected, and the patient often operated upon 
before the shock effect of the journey to the 
hospital had worn off. Contrast that with the 
recently expressed view of an expert: ‘‘the 
severely dehydrated patient has not the 
stamina to endure even the most careful sur- 
gery, and even though the passage of three 
or four hours might increase the likelihood 
of gangrene in the strangulated bowel, it is 
a safer course in the long run to spend this 
time in performance of the blood chemical 
and haematological determinations indicated 
and an appropriated partial hydration at 
least.’’ Moreover, in their emphasis on the 
local disturbance, surgeons at that time were 
prone to attempt too much. Gradually the 
necessity of dealing with some emergencies 
in two stages came into prominence, e.g., the 
wisdom of performing a preliminary cecos- 
tomy or colostomy before excision of an 
obstructing growth of the colon or rectum, 
and the folly of trying to remove the appendix 
in every ease of localized abscess or general- 
ized peritonitis. The saving of life had to take 
priority over a perfect operation. 

Consider how this change affected the three 
groups of cases, the perforations, the inflam- 
mations and the obstructions. 

The commonest perforation is that of a 
peptie uleer. The first technic for its suture 
was to close it with Lembert sutures and to 
wash out the peritoneal cavity with lotion 
and insert many drainage tubes. Then some- 
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one suggested that in some cases a plug of 
omentum might help to close the opening. 
The narrowing of the pylorus caused by 
suturing led to the performance of gastro- 
jejunostomy in some cases. Then Keetley in 
1902 took the bold measure of excising the 
pylorus together with a perforated ulcer in 
that situation. This remained a rare technic 
until it was independently taken up by Judin 
of Moscow, who soon made this his routine 
operation for perforation and obtained results 
which compared favorably with those attained 
by other means. Finally, of late, the treat- 
ment has gone full circle and we have some 
surgeons who recommend nonoperative con- 
servative treatment of a perforated ulcer; the 
stomach is kept quite empty by means of an 
indwelling tube, nothing is given by mouth 
for 48 hours and the patient’s strength is 
maintained by intravenous, rectal or sub- 
cutaneous administration of appropriate 
fluids, while the mind is calmed by small doses 
of morphine. The mortality of this method 
of treatment is at least comparable to some, 
but not the best, published results. You may 
ask which is the best treatment? In the 
majority of cases a simple suture is best for 
the ordinary surgeon. If a sucker be avail- 
able to make the peritoneum dry, there is no 
need to drain. There may, however, occur 
cases in which both extremes of treatment 
may be useful. From time to time one meets 
with large friable ulcers in a mobile stomach 
in which the best treatment may be to per- 
form a partial gastrectomy ; on the other hand 
when the general condition of the patient is 
poor, the blood pressure low and the outlook 
for operation bad, there may be a distinct 
field for the nonoperative method. Both these 
extremes should, however, be exceptional. 
How have views changed with regard to 
acute infections? In the case of appendicitis 
the United States have been pioneers all the 
way. Fitz, Sands, Senn, McBurney, Murphy 
and Ochsner showed the importance of early 
diagnosis and prompt operation. It was soon 
realized that operation before perforation was 
the ideal plan. After perforation risks were 
greater. When I was a student, immediate 
operation was undertaken irrespective of the 
pathologie condition. But from the first there 
was one important voice—the voice of Ochsner 


EDITORIALS 


J. INTERNAT. 
COLL. SURG. 


—which claimed that though operation was 
always necessary, it was not always immedi- 
ately necessary or wise; he contended that 
a limited number of cases were the better 
for delaying operation, giving the intestines 
complete rest and operating when the general 
and local condition had improved. This 
teaching has often been greatly misrepre- 
sented, but Ochsner’s writings are still worthy 
of close study. His method has distinct uses 
but definite limitations. My present practice is 
to delay operation only in two classes of cases 
—when there is a distinct lump which is tend- 
ing to localize, and when with extensive peri- 
tonitis the condition of the patient—dehydra- 
tion and signs of circulatory failure—points 
to the need for improving the general condi- 
tion. The pathologic process is limited by 
giving complete intestinal rest and by chemo- 
therapy, and operation is done as soon as 
considered safe. 

The treatment of cholecystitis has changed 
considerably. First it was the custom merely 
to drain the gallbladder, later cholecystectomy 
became almost the routine operation, but later 
still many surgeons treated acute gallbladder 
inflammation by conservative methods and 
performed cholecystectomy when the acute 
symptoms had subsided. If symptoms did 
not subside, either drainage or removal of 
the gallbladder had to be done. There is no 
doubt that in these cases individual judgment 
and experience play a large part in deciding 
on the best method. Chemotherapy should 
also be of increasing use in this type of case, 
and also in the larger field of peritonitis. 
Forty years ago antiseptics were often intro- 
duced into the peritoneal cavity in an irrita- 
tional manner. Scientific chemotherapy has 
changed our views. The sulfa drugs and 
penicillin have greatly improved our chance 
of combating peritoneal sepsis. They can be 
introduced locally to deal with a limited focus, 
or parenterally or by mouth so as to keep up 
a desired strength in the blood. Penicillin 
has a special function in cases of pneumo- 
coecal and streptococcal peritonitis, while 
gonococeal peritonitis should almost disappear 
if the prime focus of the disease is correctly 
treated. 

In treatment of peritonitis the Fowler posi- 
tion has been for many years a useful help. 
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Of late it has come in for severe criticism by 
Spalding and others. It is claimed that the 
position is uncomfortable for the patient, dif- 
ficult for the nurse to maintain and inefficient 
in procuring that downward drainage which 
it is meant to effect. I agree that the bolt 
upright position is rather uncomfortable and 
have been accustomed for years to make the 
patient adopt a position in which the body is 
at an angle of 45 degrees with the bed. There 
is no doubt also that it requires a good nurse 
to maintain any patient in the Fowler posi- 
tion. I am not convinced by the arguments 
adduced to prove that effusion does not drain 
from the upper to the lower abdomen. 

There have been considerable changes of 
view concerning the third group of cases— 
obstructions. First with regard to diagnosis 
we have learned the value of x-rays. For 
example, instead of giving an anesthetic to 
examine an infant with suspected intus- 
susception, we can inject some barium emul- 
sion up the rectum and actually see if there 
be an invagination, and if it be present we 
can at least partially reduce it by the same 
means. We ean also see fluid levels and 
isolated coils of distended small gut, which 
indicate obstruction. Until a few years ago 
small gut obstruction was a fatal condition, 
even though the surgeon was able to relieve 
the obstruction. The dehydration .and loss 
of salt due to vomiting, the increase in non- 
protein nitrogen in the blood and the resulting 
dangers, the damage incurred by the distended 
and waterlogged intestine and the sympa- 
thetic nervous derangement, not to mention 
the absorption of toxie substances from the 
altered contents of the bowel—all contributed 
to put the patient into a dangerous state. 
The surgeon used to relieve the obstruction, 
but was baffled by the distention. According 
to his view of the pathologie process, he tried 
stimulation by one of the many drugs avail- 
able—eserine, pituitrin, pitressin, acetyl- 
choline, magnesium sulfate, administered by 
mouth, per rectum, intravenously, or actually 
into the bowel itself. If, on the other hand, 
he considered the bowel to be exhausted, he 
would give morphine or operate to perform 
jejunostomy. Sometimes he even tried to 
empty the whole of the small intestine by 
introducing a large glass tube and passing it 
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through as many coils as possible. A change 
of view has come lately largely owing to the 
excellent work and advocacy of Wangensteen. 
The indwelling duodenal tube and Miller- 
Abbott modification have lessened the need 
for more drastic measures. The tired intestine 
is not so often whipped. Enterostomy is sel- 
dom necessary. The use of the Wangensteen 
technic has been the means of relieving some 
forms of obstruction without operation. Oper- 
ation is, however, always necessary in the 
strangulating form of obstruction. 

Another change has been due to the sur- 
geon’s appreciation of the need of maintain- 
ing the body’s fluid balance. Jt is true that 
even 40 years ago saline solution was given 
intravenously in cases of collapse, but there 
was no true scientific evaluation of the need 
of fluid, or of the character of the fluid which 
should be given. Glucose, plasma, hydrol- 
vsates, blood, all now have their uses, and 
the biochemist has come to the aid of the 
surgeon in estimating which should be given 
and how much. 

One other condition deserves mention— 
acute dilatation of the stomach. This was at 


' one time thought to be a rare condition, but 
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we now know that minor degrees of it are 
common. It was at one time taught that it 
was due to pressure of the superior mesenteric 
artery on the duodenum, but the dilatation 
may extend beyond the position of the artery. 
It appears to be a paralysis of the stomach 
and duodenum consequent on a neuromuscu- 
lar derangement. Operative treatment is 
unwise. It should be treated on the same 
lines as ileus of the bowel—keep the stomach 
empty and maintain the body fluids by 
parenteral administration. In my experience 
acute dilatation of the stomach is frequently 
misdiagnosed by surgeons of experience—and 
misdiagnosis generally spells disaster. 

You may ask me what changes of view are 
likely in the future. We shall no doubt de- 
velop the use of antibiotics, and I have little 
doubt that the future holds the key of the 
cupboard wherein lie drugs which will combat 
the various microbes which are still resistant 
to our present drugs. No doubt also the pre- 
ventive aspect will be developed; we shall be 
able to prevent the complications by curing 
the primary lesion. It is clear, however, that 
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there will be limits to this improvement, and 
there will always be the need for surgeons 
skilled in this type of emergency. This remark 
brings me to the last point I would make. 
Acute abdominal disease requires for its diag- 
nosis and treatment great accuracy and skill. 
Upon rapidly made decisions depends the life 
of the patient. Yet the treatment of these 
cases is often left to junior and compara- 
tively inexperienced surgeons. So long as this 
system persists, it is difficult to see how prog- 
ress can be made. Research in this branch 
of surgery is, in consequence of this arrange- 
ment, irregular, spasmodic and ill coordinated. 
The remedy for this may lie in the institution 
in large cities and centers of population of 
special clinics for the treatment of acute ab- 
dominal emergencies. These clinics should 
be conducted by surgeons of experience, one 
or more of whom ought to be available at all 
times of the day or night. There should be 
a pathologist and bacteriologist always avail- 
able in the same building. These centers 
should have a’ special ambulance service, 
which could bring urgent eases to the hos- 
pital in specially constructed vehicles which 
would convey the patient without unduly 
jolting him. In these special clinics young 
men should be trained and special research 
should be undertaken. Only ‘when such 
clinies are instituted shall.we get that early 
diagnosis, quick and comfortable transport to 
hospital and skilled treatment by well trained 
and experienced surgeons. 


May I now summarize what I have been 
saying: 


The surgeon in my early days was brilliant 
and keen 

He cut acute abdomens just as soon as they 
were seen 

Yet though the operations might be beauti- 
fully done 

The tables of mortality were such as you 
would shun. 
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And when you read of what he did you will 
not greatly wonder 

For many a technique that he used would 
now be thought a blunder 

Exempli gratia—he had faith in that old- 
fashioned notion 

That you could wash the belly clean by gal- 
lons of good lotion 

Forgetting what he would have seen by more 
mature reflection 

That this was just the very way to spread 
severe infection. 

He soon found man’s anatomy was not a mere 
machine 

That function might be failing though no 
lesion could be seen 

But it took years for him to learn that basis 
of our art 

‘The whole of man’s economy is greater than 
the part.’ 

Acute abdomens form a group of very spe- 
cial cases 

Perhaps the most important group which day 
by day he faces 

Now often done by those who still experience 
are gaining 

Their treatment really calls for special skill 
and years of training. | 

The present state might oft deserve hard com- 
ments from the cynic 

For what we need are some well-staffed acute 
abdomen clinics. 

My colleagues, one last caution now on you 
I would bestow 

Don’t think that you and I have learnt all 
that there is to know. 

Observe, record, attempt, reflect on every- 
thing you see 

And do not think that present views for ever- 
more will be; 

So on all doubtful problems pray preserve 
an open mind 

For he who keeps his eyes close shut is blame- 
worthy and blind. 

ZACHARY CoPE 


ROME INTERNATIONAL ASSEMBLY 


May 18-23 
Policlinico, Rome, Italy 


Preliminary Program 


MEETING OF THE House or DELEGATES: Open- 
ing Session, Sunday, 10 a.m., May 16. Final 
Session, Monday, 10 a.m., May 17. At the 
Policlinico. 

First Day, Tuesday, May 18: The Assembly 
will open officially at the Campodoglio 
with a formal reception tendered by 
the Mayor of Rome and will be at- 
tended by officials of the Government. 

11:30 a.m.: Visit to Borrominian Hall of 
the Biblioteca Vallicelliana to view 
the exhibit of old surgical books 
gathered for this occasion from vari- 
ous Italian Government libraries. 

3;00 p.m.: Visit to exhibit of Medical 
Specialties and modern surgical publi- 
cations and instruments, main hall, 
Policlinico. 

4:00 p.m.: Official opening of the Scien- 
tifie Sessions at the Policlinico with 
presentation of papers until 7:00 p.m. 

Evening free. 

Seconp Day, Wednesday, May 19: 

9 :30-12 :30, 3:30-6:30: Scientific Session. 
Evening: Gala performance at the Opera 
House of Rome. 


Tuirp Day, Thursday, May 20: 
9 :30-12 :30, 3:30-7:00: Scientific Session. 


THREE ‘‘SURGICAL DAYS’ IN TURIN 


Dinner, followed by a tour of Rome by 
chartered buses. 


Fourts Day, Friday, May 21: 
9 :30-12 :30, 3:30-6:30: Scientific Session. 
Evening: Banquet and Ball in one of the 
leading hotels. 


Firrn Day, Saturday, May*22: Audience 
with the Holy Father, followed by Re- 
ception tendered by the Ministry of 
Foreign Affairs in the Villa d’Este. 


StxtH Day, Sunday, May 23: Morning free. 

Afternoon: Concert in the Argentina 

Theatre, conducted by Signor Issay 
Dobrowew. 


Announcements of clinics and operations 
scheduled for Assembly Members will be 
available in Rome. 

The United States Government, through its 
Bureau of Medicine and Surgery, is sponsor- 
ing an exhibit on ‘‘Highlights of Military 
Surgery in World War II.’’ This exhibit will 
be in the charge of Commander Robert V. 
Schultz (MC) USN, of Washington, D. C. 

A program of the entertainment planned 
for the families of visiting surgeons also 
will be available in Rome. 


May 27, 28, and 29 


Three ‘‘surgical days’? in Turin are 
planned for May 27, 28, and 29. These are 
Memorial Days arranged by the University 
of Torino in memory of the great leaders in 
Italian surgery—Professors A. Carle, M. 
Donati and O. Uffreduzzi. 

Those wishing to participate in these Scien- 
tifie Sessions and the entertainment planned, 
will leave Rome with their families by char- 
tered buses. En route, stops will be made 
at Assisi, Perugia and Arezzo, with an over- 
night stop in Florence. The party will leave 


Florence May 26, partake of lunch in Rapallo, 
stop in Genoa and reach Turin that evening. 
A splendid schedule of scientifie papers and 
surgical clinics is being prepared. In addi- 
tion, there will be receptions, dinners, sight- 
seeing tours, excursions, dancing, concerts, for 
the entertainment of the Assembly members, 
their families and visitors. A Ladies Com- 
mittee, commanding all foreign languages, 
will weleome and plan for the diversion of 
wives and guests of Assembly members. 
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Fernand Careassonne (Marseille) 
Marcel Darcissae (Paris) 
Raymond Darget (Bordeaux) 

C. Bélére (Paris) 

Carlo Bortolotti (Trieste) 

Luigi DiNatali (Milan) 
Salvatore Donati ( Verona) 
Ubaldo Fontana (Turin) 

M. Margottini (Rome) 
Federigo Rabboni (Palermo) 
Bernando Roccia (Turin) 
Rosselli G. Sanvenero (Milan) 
Raffaele Zanoli (Genoa) 

G. Bendandi (Rome) 

E. Ruggieri (Rome) 

Lawrence Abel (London) 

Hamilton Bailey (London) 

MeNeill Love (London) 

E. Farquharson (Edinburgh) 

A. J. MeCurrich (Brighton) 

Richard Perritt (Chicago) 

Elmer L. Henderson (Louisville, Ky.) 
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Preliminary Partial List of Speakers at the Scientific Sessions 
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M. Oldfield (Leeds) 

N. Tanner (London) 

F. Visalli (Rome) 

Felix Mandl (Vienna) 

J. B. Pennybacker (Oxford) 
Rudolf Demel (Vienna) 

H. Milwidsky (Jerusalem) 

John Hertz (Copenhagen) 
Gyula Langer (Budapest) 

Paul Martin (Lausanne) 

Albert Berg (New York) 

Harry E. Bacon (Philadelphia) 
Joseph Berkson (Mayo Clinic) 
Rudolph Nissen (New York City) 
Custis Lee Hall (Washington, D. C.) 
Morris Fishbein (Chicago) 

D. M. Gasul (Chicago) 

Otto A. Engh (Washington, D. C.) 
Raymond W. MeNealy (Chicago) 
Roland M. Klemme (St. Louis) 
Lyon H. Appleby (Vancouver) 
Herbert Acuff (Knoxville, Tenn.) 


During the Assembly in Rome, in addition to the wealth of national art, there will 


be on view an exhibit of the Quadriennale d’Arte comprising painting and sculpture. 


THE ITALIAN CHAPTER 


Beginning with the recent inauguration of 
the Italian Chapter of the International Col- 
lege of Surgeons, the JOURNAL will publish 
abstracts from the ‘‘Bollettino e Memorie della 
Societa Piemontese di Chirurgia,’’ a_publica- 
tion which is now the official one of the Italian 
Chapter. This department of the JOURNAL will 
be under the Editorship of Dr. Carlo Seuderi, 
assisted by Dr. Peter Rosi and Dr. Arthur Cipolla. 
Dr. Seuderi is a Chicagoan, graduated from the 
University of Illinois College of Medicine and 
specializes in orthopedic surgery. He is a certi- 
fied member of the American Board of Orthopedic 
Surgery, Professor of Surgery at Cook County 
Graduate School of Medicine and Associate Pro- 
fessor of Surgery at the University of Illinois 
College of Medicine. He is a member of the 
following societies: Chicago Surgical Society; 
Chicago Orthopedic Society; Chicago Medical 
Society; Chicago Society of Industrial Physicians 
and Surgeons; American Academy of Orthopedic 
Surgery; Clinical Orthopedic Society; Western 
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Surgical Society; American College of Surgeons 
and the International College of Surgeons. Dur- 
ing the war he served as Colonel in the Medical 
Corps of the Army of the United States. 

Dr. Seuderi plans to publish a section of ab- 
stracts from original articles appearing in the 
Bollettino in the JOURNAL, so that American 
readers may become familiar with the work 
going on in Italy. He presents the following 
announcements by Prof. A. Mario Dogliotti, 
President of the Italian Chapter of the Interna- 
tional College of Surgeons. 

‘‘Translated abstracts of articles from the 
‘Bollettino e Memorie della Societa Piemontese 
di Chirurgia, Organo Ufficiale della Sezione 
Italiana dell ‘International College of Surgeons,’ 
Vol. XVII No. 1-2-3-4, 1947. With this number, 
the first part of Volume XVII, the ‘Bollettino 
della Societa Piemontese di Chirurgia’ becomes 
also the official publication of the Italian Section 
of the ‘International College of Surgeons.’ 

“In addition to the meetings of the ‘Societa 
Piemontese di Chirurgia,’ the publication of its 
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Dr. Carlo Seuderi, F.I.C.S. 


works, the communications of the society and the 
meetings of the society, the bulletin will be open 
to all the members of the International College 
of Surgeons for the publication of their papers 
and will also bring to them all official notifications 
and acts of the College. 

“The initial activities. of our section are promis- 
ing. More than 100 surgeons of all parts of 
Italy have already expressed their desire to join, 
and in most instances have been accepted by the 
Executive Committee of the College. 

“Preparations are already being made for the 
Spring of 1948, at which time the bi-annual 
General Congress of the International College 
of Surgeons will be held in Rome. The last 
Congress was held in Lima, Peru, and it met 
with great success. 

“The Italian surgeons, and above all the mem- 
bers of the International College of Surgeons, 
should feel very proud that the first Congress 
held in Europe after the war will be held in our 
homeland. All should feel obligated to collabo- 
rate with the President’s Committee, and the 
Arrangement Committee, to publicize the College, 
and gather around us a sufficient number of col- 
leagues to guarantee the success of our project. 

“We maintain that the work of our section 
could not be initiated with a more vast program 
or a more promising one than the one in the 
offing. 

“The Italian Section sends its very best wishes 
to all the colleagues and all the National Sections 
of the ‘International College of Surgeons.’ ” 
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By-Laws of the Italian Section of the ‘‘Interna- 
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tional College of Surgeons’’ 


Article I 
The Italian Section of the ‘‘ International Col- 


lege of Surgeons’’ is being founded for the study 


and diffusion of the art and science of surgery, 


in cooperation with the principles of the Italian 


Surgical Society and Italian surgeons through- 


Article II 


This section is composed of two classes of 
members: 

1. Affiliates. 

2. Regular members. 


Article III 


The qualifications of an affiliate are: 

A specialist in one of the surgical branches, 
professor of surgery or a two years assistantship 
in a first class hospital. The minimum age of this 
group is 32 years. In other cases the Executive 
Board will render a decision. 


Article IV 


The qualifications of a regular member are: 

Associates of surgical clinies and university 
institutions, directors and professors of hospitals, 
professors of pathological surgery and clinical 
surgery at the universities and those who have 
a minimum age of 40 years. In other cases, the 
Executive Board will render a decision. 


Article V 


Application for membership must be submitted 
in duplieate, and must contain the qualifications 
of the candidate. The qualifications will be 
examined by a board for election, appointed by 
the Advisory Committee. Each applicant must 
have the endorsement of two regular members, 
and two well-known surgeons of his locality. 


Article VI 


Through the benevolent action of the Board of 
Trustees of the International College of Surgeons, 
there will be no initiation fee for those who 
become members in the 1947-48 sessions. 


Article VII 
Annual dues for the affiliate members is L2,000 
and for the regular members L4,000. 
Artiele VIIT 


All affiliate and regular members have the right 
to receive: The Bulletin of the Piemontese Society 
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of Surgery, which at the present time is the 
official publication of the Section; The Journal 
of the International College of Surgeons; a 
diploma of the International College of Surgeons. 
All members may participate in the meetings of 
the Italian Section and the international reunions, 
and they may publish their papers in the Bulletin 
of the Italian Section or the Journal of the 
International College of Surgeons. 


Article IX 


Only regular members can be elected to the 
Governing Body, with the exception of Secretary 
and Treasurer. Only the regular members have 
a right to vote, and all voting will be by secret 
ballot. 

Article X 


All affiliate members who have qualified 
for regular membership may ask for transfer 
to the higher group; otherwise they automatically 
become regular members after three years. 


Article XI 


The Board of Directors is composed of one 
president, two vice presidents, four counsellors, 
one treasurer and one secretary. 


Article XII 


The Board of Directors will be elected for a> 


two year term. The president cannot be re- 
elected except after a lapse of two years. 


Article XIII 


The Board of Directors will nominate the Com- 
mittee on Admissions and the official delegates 
to the International Congress. It will also nomi- 
nate a Judiciary Committee for the study of scien- 
tific papers prior to publication. 


Article XIV 


The duties of the secretary are, to take care of 
all correspondence, publish news of the mectings, 
supervise the library and perform such other 
duties as designated under the by-laws. 


Article XV 


The duty of the treasurer is to give a detailed 
report of the finances of this Section of the 
College each year. 


Article XVI 


Any changes of the present by-laws may be 
proposed by the Board of Directors, or hy a 
group of members constituting not less than 
one quarter of the total members, and must be 
passed by not less than two-thirds of the members 
present. 
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Formation of the Austrian Chapter of the 
International College of Surgeons is now com- 
plete. The Chapter was formally established en 
Nov. 14, 1947, with Prof. Dr. Wolfgang Denk as 
President, Prof. Dr. Hans Finsterer as Vice 
President and Prof. Dr. Felix Mandl as Secre- 
tary. They and Prof. Dr. Rudolf Demel of 
Vienna comprise the board at the present time, 
and they are concerned with the selection of 
members for the Chapter. 


The Finnish Chapter held a meeting in Helsinki 
on Sept. 27, at which Dr. Kivimiki read a paper 
on ‘‘The Surgical Treatment of Deformities of 
the Jaws,’’ illustrated by many photographs. 
Dr. Kallio discussed a case of arthrogryphosis 
multiplex congenita, emphasizing the fact that 
no improvement could be obtained in this case 
with any type of therapy. 

Dr. Kallio, who is secretary of the Finnish 
Chapter, has recently been visiting medical cen- 
ters in the United States. 


The following Fellows of the Mexican Chapter 
were appointed official delegates to the Third 
International Congress of Ophthalmology, which 
took place in Habana, Cuba, from Jan. 4-10: 
Prof. Dr. Raul A. Chavira, representing the 
National University of Mexico and the Ministry 
of Health; Prof. Dr. Antonio Torres Estrada, 
Vice President of the Mexican Chapter; Prof. 
Dr. Feliciano Paolomino Dena, President of the 
Mexican Society of Ophthalmology; Prof. Dr. 
Carlos Malabehar Pena, delegate of the Society 
of Health. 

Prof. Dr. Francisco Fonseca, F.I.C.S.(Hon.), 
was recently elected permanent Director of Pub- 
lications of the Mexican Academy of Surgery, 
and Prof. Dr. José Martinez, F.I.C.S., was elected 
Honorary President of the Society of Gynecology 
and Obstetrics of Monterrey, Mexico. Prof. Dr. 
Xavier Romo Diez, F.I.C.S., was elected Presi- 
dent of the Society of Traumatology and Ortho- 
pedies of the Mexican Institute of Social Security. 


Prof. Dr. Oscar Guzman del Villar, of the 
Peruvian Chapter, is a member of the Peruvian 
delegation to the UNESCO conference, which met 
in Mexico City recently. 


Prof. Dr. Edmundo Murray, of the Argentine 
Chapter of the International College of Surgeons, 
was elected Member of the Argentine Society for 
the Study of Sterility. 
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UROLOGY AWARD 


The American Urological Association offers 
an annual award of $1000.00 (first prize of 
$500.00, second prize $300.00 and third prize 
$200.00) for essays on the result of some clinical 
or laboratory research in Urology. Competition 
shall be limited to urologists who have been in 
such specific practice for not more than five 
years and to residents in urology in recognized 
hospitals. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Ameri- 
can Urological Association, to be held at the Hotel 
Statler, Boston, Massachusetts, May 17-20, 1948. 

For full particulars write the Seéretary, Dr. 
Thomas D. Moore, 899 Madison Avenue, Memphis, 
Tennessee. Essays must be in his hands before 
March 1, 1948. 


The U. S. Army Medical Department announces 
the availability of opportunities for advanced 
training and experience in the various special 
fields of medicine and surgery in overseas Army 
hospitals. These hospitals are registered with the 
American Medical Association, and this training 
may be acceptable by the specialty board as part 
of the period usually required to be spent in lim- 
ited practice and experience prior to admission 
for examination. Interested members of the medi- 
eal profession who have completed the formal 
training requirements for certification in one of 
the special fields are eligible to apply for these 
positions. On Jan. 1, 1948, the following oppor- 
tunities were available, and will be kept open 
until filled: 


Specialty No. of Openings 

Eye, Ear, Nose & Throat 7 
Obstetries & Gynecology 14 
Anesthesia 

Ophthalmology 3 
Otorhinolaryngology 3 
Neurosurgery 
Orthopedic Surgery 5 
Thoracie Surgery 1 
Plastic Surgery 1 
Radiology 
Internal Medicine 24 
Dermatology 3 
Neuropsychiatry 15 
Pediatrics 10 
Cardiology 2 
Pathology 1 


(There are also 21 positions in general surgery 
and 5 positions in urology, but these boards 
specify ‘‘supervised practice’? and it has not 
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yet been determined whether or not the hospitals 
will be approved by these boards. However, full 
approval of these specialties is being sought and 
inquiries are invited.) 
Positions offered will be in the following hos- 
pitals: 
Bed 
Name Location Capacity 
97th General Hosp., Frankfurt, Germany 1000 
98th General Hosp., Munich, Germany 1000 


110th Station Hosp., Vienna, Austria 150 
120th Station Hosp., Beyreuth, Germany 325 
124th Station Hosp., Linz, Austria 150 


130th Station Hosp., Heidelberg, Germany 250 
250th Station Hosp., Regensburg, Germany 150 
279th Station Hosp., Berlin, Germany 350 
317th Station Hosp., Wiesbaden, Germany 150 
319th Station Hosp., Bremerhaven, Germany 600 
385th Station Hosp., Nurnberg, Germany 350 
387th Station Hosp., Stuttgart, Germany 453 
388th Station Hosp., Giessen, Germany 250 


These locations provide excellent facilities and 
equipment, a wealth of clinical material and the 
services of visiting consultants who are cut- 
standing specialists in the various fields of medi- 
eal practice. In addition, opportunities will be 
afforded to observe the work of notable scien- 
tists and physicians in German and Austrian 
Universities. 

The applicant may avail himself of this train- 
ing for periods of one, two or three years. Those 
applicants who are selected, and who hold reserve 
commissions in the Medical Corps, will usually be 
recalled to active duty in the highest grade 
attained prior to release from previous active 
service. Those who do not hold such reserve 
commissions will be tendered a reserve commis- 
sion in the Medical Corps in keeping with their 
age, years of professional experience and prior 
service in any branch of the Armed Forces. Prior 
military service is not required. Individuals who 
are members of the U. S. Naval Reserve must 
transfer to the Army Reserve before being called 
to active duty. Families of married applicants 
will be allowed to accompany them to the place 
of duty. Suitable quarters are available. Fami- 
lies of individuals who do not declare their desire 


to serve for periods to exceed one year cannot be. - 


transported at Government expense. : 
Eligible physicians are invited to communicate 
with the Surgeon General, U. S. Army, Wash- 
ington 25, D. C., for further information. 
Inquiries should include the following informa- 
tion: a. name; b. address; ¢. age; d. nationality; 
e. marital status; f. dependents with age of cach; 
g. medical school and graduation date; h. intern- 
ship and date; i. details of graduate training; 
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Dr. Roman receiving diploma ‘‘a Benemeritus 

(native son) and decorations from the municipalities 

at the ceremony in which one of the principal avenues 
of his native city of Jinotepe was renamed. 


j. specialty and geographic location desired; k. 
contemplated length of service; 1. details of prior 
military service. 


PALMAN QUI MERUIT FERAT 


It is a pleasure to be able to record that 
Dr. Desiderio Roman, Past President and 
Member of the International Board of Trus- 
tees of the International College of Surgeons, 
continues in the prime of his activities, col- 
lecting honors as naturally as a plant absorbs 
sunlight. 

Dr. Roman is an American citizen and has 
spent much of his life in the United States. 
Nevertheless, Nicaragua is proud of her native 
son and loses no opportunity to do him honor. 

Such an opportunity was offered recently 
when Dr. Roman visited his native country 
after an absence of fifty years. Originally 
planned to be a quiet, private family reunion, 
the visit passed beyond control of the family 
and became the occasion of public ceremony 
and bestowal of honors. Dr. Roman was met 
on his arrival at the airport by at least 600 
persons, among them being not only public 
officials of the several branches of the Govern- 
ment, and members of the faculties of Medi- 
cine and Surgery of the Universities of 
Granada and Leon, but of old friends and 
classmates as well. Thereafter Dr. Roman’s 
visit became a tour of welcoming cities where 
ceremonies of weleome were carried out in 
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The Honcrable Rector of the National University of 

Nicaragua in Leén, conferring upon Dr. Roman the 

degree of ‘‘Rector-Honorario’’ of the university, 
January 5, 1948. 


accordance with ancient tradition and custom. 

In Jinotepe, Dr. Roman’s birthplace, his 
arrival was announced symbolically by the 
Diana Trumpeters and a Te Deum was sung 
in the Temple. To perpetuate his name in 
his native city an avenue was renamed 
‘‘Avenida del Doctor Desiderio Roman- 
Reyes’’ in an appropriate ceremony. 

The University of Granada, of which Dr. 
Roman is an alumnus, conferred upon him 
honorary degrees of Doctor of Medicine and 
Surgery and Doctor of Laws. The University 
of Leon, which takes pride in being the oldest 
institution of learning in Central and South 
America, in an impressive ceremony paid Dr. 
Roman the honor of electing him Rector- 
Emeritus (honoris «causa). 

Dr. Roman is amply deserving of these 
evidences of appreciation by his native land. 
His charming personality is fortified by cul- 
ture and refinement and his professional 
philosophy is rooted in idealism and guided 
by his humanitarian heart. The International 
College of Surgeons is fortunate to have had 
in him a pillar of its structure since its 
inception. 

The Officers and the International Board 
of Trustees of the International College of 
Surgeons congratulate Dr. Roman upon these 
honors so well deserved, and extend the hope 
that he will continue his splendid activities 
ad multos annos! 
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NEW BOOKS 


Williams & Wilkins are noted for excellent publications. On the back of the jacket of the book 
to be reviewed now appear such eminent names as Bailey, McGregor, and Wakeley, names of top 
rank in contemporary surgical endeavor. But in perusing the work of Oliver ©. Cox on Prac- 
tical Incisions and Some Operative Procedures, which the jacket encloses, one is impressed with a 
terrific anticlimax. It is regrettable that this book has been published, for the paper and binding 
could have been used for a much better purpose in these stressful times of paper shortage. The 
humblest and most abbreviated text on surgery contains more information about incisions than this 
Atlas of 85 pages, a small part of which is devoted to incisions. Text and explanatory matter are 
practically nonexistent. The author begins on Page 3, showing the incision for exposure of the gall- 
bladder. It is a transverse incision; nothing is said as to who originated this incision or how it is 
to be done. On Page 6, for no good reason, a few steps for classical cholecystectomy are shown. 
Why this should have been inserted here is puzzling to this reviewer. It depicts the isolation of 
the cystic duct and cystic artery. This is followed by three plates of the upper abdomen, presumably 
showing where the incision was made, but in the final analysis showing nothing. 

The incision for appendectomy is next taken up with a brief note which states “This incision is 
made near the iliac spine, out of a crease and with the lines of the skin. It may vary from one to two 
inches in length depending on the obesity of the patient. In the majority of cases nothing but a 
Kelly clamp need be introduced into the abdomen, delivering the appendix with two clamps as illus- 
trated... .” What the reader can glean from such a description is beyond the conception of this re- 
viewer. Again eight illustrations show the exposed lower abdomen, presumably to illustrate some- 
thing, but again nothing is found. Whether the retouching pencil has been used here, this reviewer is 
unable to state. In some instances such statements as “the illustrations are self-explanatory” are fur- 
nished, but since there are no legends, the illustrations explain nothing. 

The Pfannenstiel incision receives the same treatment. In an explanatory line or two the author 
says that “hematosis” is important; he evidently meant “hemostasis.” Here also the illustrations have 
no legends, and the inevitable photographs of five exposed lower abdomens show nothing but pubic hair. 

The gridiron incision is unmercifully maltreated, and the five lines allotted to it, with one pic- 
ture, are absolutely valueless. That helds true for the illustrations for hernia incisions and for the 
nine photographs of exposed abdomens. Only one, Figure 23, shows signs that an operation has been 
performed. 

The author then mentions the excisions of pilonidal cyst and admonishes not to remove any skin. 
He supplies next four illustrations on circumcision, and all the reading material pertaining to it is 
“No explanation is necessary. The drawings are adequate to show the simple procedure.” For a 
beginner this is a very dangerous admonition, and the advanced surgeon gets little out of perusing 
the pictures. 

Why the author should choose for his closing contribution (No. X) “The Parker-Kerr Aseptic 
Enteroenterostomy” cannot be explained. Not a line of information, nothing about incisions, but four 
pictures about the operation . . .; there seems to be no rhyme or reason for this. This is followed 
by three blank pages, symbolizing to this reviewer the value of the book 

With the paucity of paper, with the hardships of printing conditions, it is a pity that this book 
was permitted to leave the press, when it contains no informative material, has no didactic value and 
displays nothing else but the fine paper the publishers are using and the fine books by Bailey, McGregor 


and Wakeley, which are advertised. 


Dr. Elliott must have heard the wail and ery of the medical student as he struggles to under- 
stand the subject of neuro-anatomy. The author has written a textbook for this group and for any 
one who desires a basis for clinical neurology. The book has departed somewhat from the usual path 
in its manner of presenting this subject. The method utilized here has resulted in a clear account and 


Atlas of Practical Some Oliver C. Cox, M.D. The Williams & Wilkins 


Company, Baltimore, 1947. 61 te 27 fi, 
Textbook of the Nervous Tylten. Chandler Elliott, Ph.D. J. B. Lippincott Co., Philadelphia, 1947. 158 ill., 


384 pages, with an atlas. 
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a well organized presentation. It is easy to read and yet one gains a very accurate and lasting com- 
prehension of the presented subject. 

It is easy to see that the data presented are the result of repeated lectures on the subject to dazed 
and weary medical students. The author has spared no effort to make it easy for any one who wishes to 
gain a basis for clinical neurologic interpretation to acquire this by study of his book. The book 
is very well illustrated with color drawings which greatly aid in the understanding of this subject. 
There is also an atlas of neuro-anatomic photographic plates, showing dissection of the brain. Accom- 
panying these plates are diagrammatic sketches illustrating the photographs. These are very effective 
in orientation by the reader. 

The book is divided into three parts. The first is an elementary discussion of the nervous system. 
This is clear, brief and yet adequate enough to give a lucid basic picture of the system as a unit and its 
interrelationships. Part 2 rounds out and fills in the outline form of Part 1. This section deals 
with all the various parts of the nervous system and goes into adequate detail for an advanced stu- 
dent. This is aided by the excellent illustrations which are very neatly and accurately integrated. 
This portion of the book discusses much more than mere anatomy of the neurologic apparatus, for it 
also presents the reader with an excellently clear description of the physiology of the various re- 
actions of the nervous system. Part 3 consists of an atlas. The plates show various gross dissection 
and transverse sections of the brain and the brain stem. There are clear illustrations accompanying 
each photograph. 

Dr. Elliott had admirably succeeded in accomplishing his aim: “to present the subject of neuro- 
anatomy and neurophysiology in a way suggesting the psychology of learning.’’ 


This book * provides a text planned to facilitate the acquisition of general information, to indi- 
eate further and richer sources of knowledge of cancer, to describe the clinical evolution and the 
differential diagnosis which are most useful to the nonspecialized worker, and to present an integrated 
view of all the various aspects of cancer as a basis for a complete understanding. 

The first part of this book is dedicated to subjects of general interest and application in the field 
of malignant neoplasms. It contains a chapter on cancer research contributed by Michael B. Shimkin 


of the National Cancer Institute. Another chapter on the surgery of cancer, edited by Eugene Bricker 
of the Washington University School of. Medicine and the Ellis Fischel State Cancer Hospital, de- 
seribes the general considerations surrounding the surgical care and treatment of cancer in general. 
Similarly, radiotherapy of cancer is then discussed including the physical foundation of this means of 
therapy, its biologic effects, its radiophysiology, indications for treatment, the technical aspects and the 
clinical control of this powerful means of treatment. 

The section on pathology is very thorough. The discussion includes the various forms of biopsy, 
the preparation and study of solid specimens with staining methods, the examination of fluid specimens 
including sputa, urinary sediments and vaginal smears, ete., the technic of frozen section and tissue 
culture and hormone studies. The gross description of surgical specimens includes the invasion by the 
lymphatics and blood vessels and the form and direction of the spread of cancer The microscopic 
description of surgical specimens includes the differentiation between benign and malignant tumors, the 
transformation of the former into the latter, the description of the various forms of neoplasia and 
the method and value of grading. The consideration of the general properties of malignant tumors and 
their biologic factors, the occurrence of multiple tumors and the correlation of morphology with 
radiosensitivity complete this section. Throughout, special attention has been given to gross pathology 
because of its clinical and surgical importance; microscopic structure has been rather briefly described 
except where deemed necessary by the authors. 

The text of the rest of the book is divided for consideration into the major systems: the digestive 
system, the respiratory system, the urological system, ete——and the discussion of them is made according 
to their individual anatomy and physiology. There is a chapter on the borderline Hodgkin’s dis- 
ease and one on leucemia. The subdivisions and their discussions are minutely and thoroughly ar- 
ried out. Throughout, the term cancer is employed to indicate any form of malignant neoplasm; the 
term carcinoma is used exclusively for neoplasms of epithelial origin and the word tumor is used in 

* Ackerman and del Regato : Cancer—Diagnosis, Treatment and Prognosis. By Lauren V. iy ag M.D., and 
Juan A. del Regato. M.D. 1115 pages, with 745 text illustrations and 42 color reproductions. The C. V. Mosby Com- 
pany, St. Louis, 1947. 
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a general undifferentiated way for all forms of neoplasia and whenever the subject matter justifies a 
joint consideration. 

In each of these individual discussions, the text follows the following headings: anatomy, incidence, 
etiology and pathology—all integrated in much needed and interesting sections on the clinical evolu- 
tion of the given lesion; diagnosis; the general form and plan of treatment without going into too 
many details; and the prognosis. In discussing the treatment of the many individual lesions, indica- 
tions and contraindications for operation are detailed as well as the dangers and complications which 
are apt to follow surgical intervention. This is well illustrated in the discussion of the surgical removal 
of carcinomas of the pancreas. Many illustrations accompany and follow this arrangement. 

The anatomic description of the various organs or regions emphasizes any pertinent details Fre- 
quently this deseription is somewhat incomplete from a purely anatomic point of view, but there is 
a more detailed discussion of the lymphatics than is usually found in textbooks of anatomy because 
of their unquestionable importance in cancer. Here the writers have borrowed freely from Rouviere’s 
monograph “Anatomie des lymphatiques de homme.” 

Data concerning incidence and etiology, comprising whatever available relevant information there 
is, are purposely short to avoid repetitions and unnecessary discussions. Details of the clinical evolu- 
tion of cancer and of the relationship ef symptoms to individual lesions should help clarify prognosti- 
cally the expected course of the disease and should facilitate earlier and better diagnosis. 

The pertinent factors and required examinations which lead to the recognition and identification 
of a given tumor are combined with remarks concerning the differential diagnosis in those which most 
frequently offer a problem of diagnosis. Rare tumors not justifying a special chapter are detailed 
when they are considered in the differential diagnosis of other tumors. 

The various forms of treatment and of therapeutie technics which are described are geared for 
the general practitioner. These receive greater attention that those which belong, perhaps, more to 
the specialist; the latter receives less attention. Nevertheless, all forms of treatment are discussed, 
and a treatment of choice is presented which seems best to the authors. This, however, is left open 
for diseussion by them, and at the same time, they remark that the introduction of a new technic or 
progress in the application of present ones may cause a revision of these opinions at any time The 
use of testosterone in treatment of certain forms of cancer receives only passing mention. 

The authors’ ideas of prognosis are predicated on the statistics of results; but only serious, well 
controlled statistics, preferably of patients followed at least five years, are quoted. This point is 
well taken, and the reviewer agrees with the authors that in many cases such information is greatly 
needed, because the general practitioner has been too much impressed with the hopelessness of cer- 
tain forms of cancer and is unaware of the relatively great possibilities of adequate treatment. 

The book is well documented. At the end of each section there is a list of the works referred 
to in the text. These references provide a source for further study and information for the specialist 
or the more serious student. 

The text is accompanied by 76 tables and 745 illustrations, including clinical photographs, photo- 
graphs of gross specimens, photomicrographs and drawings. The quality of most drawings, which greatly 
enhance and clarify the written word, is a credit to Virginia Svarz Ackerman, and the clarity of 
the photomicrographs and many of the photographs are the result of the technical ability of Mr. 
J. F. Barham. 

As books go this is a large book, full of detailed clinical knowledge of an encyclopedic kind, but lack- 
ing in certain special fields, like surgical technic and postoperative treatment, and short in some sec- 
tions, like that devoted to research. One may not find fault, however, with the fact that the length 
of some of the chapters of this book is sometimes neither commensurate with the importance of the sub- 
ject nor with the incidence of the tumor under consideration, because the authors have made this dis- 
parity deliberately, correctly guided by -the relative undesirability of information on certain rare sub- 
jects and by the necessity of greater knowledge on some aspects of the more curable forms of cancer. 
Important recent developments have also received priority on space Nevertheless, the book is excel- 
lent and well suited to the student and the general practitioner and clinician, whose function is the early 
finding of all forms of neoplasia and their subjection to adequate treatment by the specialist at as 
early a period as is possible. For this purpose the book is highly desirable and fills a distinct need. 

The book is well made; the type is easy to read; the illustrations are well reproduced and ade- 
quately and correctly spaced The entire format is pleasing and the publishers should be congratulated 


on doing the job so well. 
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